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RESIDING: Dr. Edwin T. Wyman, Bos- 
ton, Chairman. 


CHAIRMAN Wyman: I first wish to thank 


you all for making me your Chairman this year. 
I appreciate the honor more than I ean tell you. 


The first paper on the program this morning 
is ‘‘Erythroblastosis of the New-Born ; Diagnosis 
and Treatment,’’ by Dr. Stewart H. Clifford, of 
Boston, and Dr. Arthur T. Hertig, pathologist 
of the Boston Lying-In Hospital. 

Dr. Stewart H. Clifford, Boston. 


ERYTHROBLASTOSIS OF THE NEW-BORN* 


BY STEWART H. CLIFFORD, M.D.,t AND ARTHUR T. HERTIG, M.D.t 


INTRODUCTION 


HE clinical syndromes described as con- 

genital hydrops fetalis and icterus gravis 
have been known for a long time and have con- 
stituted a mysterious and highly fatal group of 
diseases afflicting the new-born infant. It has 
been only in recent years that careful histopath- 
ological studies have demonstrated that both 
conditions may be but clinical varieties of the 
same underlying ‘‘erythroblastie’’ process? ‘° 
This pathological picture consists of a continua- 
tion of or a reversion to the embryonic level of 
blood formation with large numbers of nucle- 
ated red cells in the cireulating blood and active 
hematopoiesis in the liver, spleen, pancreas, kid- 
neys, adrenals, thymus, pituitary and lymph- 
nodes as well as in the bone-marrow. 


The condition has been too recently recog- 
nized and the total number of patients inten- 
sively studied too few, to allow a comprehensive 
discussion of the subject at this time. Our pur- 
pose in this communication is to stimulate gen- 
eral interest in the early recognition and thor- 
ough investigation of these patients as they are 
encountered in the future. To this end we wish 
to make available what practical information we 
have been able to glean from the literature and 
from our personal study of seven cases of ery- 
throblastosis of the new-born (two of the con- 
genital hydrops type and five of the icterus gra- 
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vis variety) seen at the Boston Lying-In Hospi- 
tal during the past nine months. Five of the seven 
patients died and showed the pathological pic- 
ture of erythroblastosis. During this same period 
we encountered six other cases simulating ery- 
throblastosis but not falling into the clinical 
types mentioned, the interpretation of which 
must await further experience. These latter cases 
are beyond the scope of this paper as we wish 
to confine ourselves to the well-recognized types 
of the disease and emphasize the means by which 
it is possible to make a presumptive diagnosis 
within a few minutes from the time the child 
is born and to present our present conception 
as to treatment. 


HISTORICAL 


Cases of congenital hydrops were reported in 
the seventeenth and eighteenth centuries! and 
Ballantyne’, in 1892, collected about sixty cases 
from the literature. Reports of a condition 
which was in all probability icterus gravis were 
to be found in the literature in 1873°. Since 
this time many references to this syndrome are 
to be found but until recently they were little 
more than clinical reports. Note was made of 
the increased nucleated red cells present in the 
blood in ieterus gravis in 1909'°. In 1925 this 
was again noted® and five years later’ a very 
complete report of two cases was published 
which recorded the anemia and total nucleated 
cell counts of 474,000 and 150,000 of which 45 
and 90% respectively were nucleated red cells. 
The anemia of icterus gravis has been known 
since Siisstrunk’s report in 1924. A few arti- 
cles have appeared in which the correlation be- 
tween congenital hydrops and icterus gravis has 
been suggested*. 


a 
| 
\ 
if 
a 
| 
| 
q 
aa 
| 
| 
| P 
| 
i 
| 
on 
| 
H 
col 
| 
| 
| q 
| iq 
| | 
| 
| 
| 
| 
| i 
} 
4 
! 
| 
| 
| 
| 
| ; 


106 


M. M. S.—SECTION OF PEDIATRICS—CLIFFORD AND HERTIG 


N. EB. J. of M. 
July 21, 1932 


The possible relationship between the congen- 
ital anemias of the new-born and erythroblas- 
tosis can only be mentioned in passing and left 
as an open question. 


INCIDENCE 


The incidence of congenital hydrops is of rare 
occurrence and has been reported as 1 in 2000 
and 1 in 3000 births’*. Our incidence rate was 
1 in 1200 births. 

Icterus gravis has also been considered as of 
rare occurrence but actual figures are not avail- 
able. Recent publications give the impression 
that it is more frequently encountered than was 
supposed. One writer’* collected 130 cases while 
another™* encountered 108 instances of the dis- 
ease with 18 of these occurring in four years. 
Hampson" has estimated from the returns for 
England and Wales for a seven-year period that 
1800 infants died as the result of what was in 
all probability icterus gravis. On the basis of 
our experience at the Boston Lying-In Hospital 
erythroblastosis is far from a rare disease, in as 
much as we have seen seven proved cases in the 
past nine months. In this period of time 2400 
babies have been born, resulting in an incidence 
rate of 1 in 340. As our knowledge of the 
disease increases the incidence will probably be- 
come greater. If erythroblastosis is found to 
evidence itself in other than the two forms here 
considered, it is likely to become one of the most 
common disorders of the new-born period. 


THE DISEASE PROCESS 


The etiology of erythroblastosis is unknown 
but certain facts that are now well established 
enable us to attempt a tentative reconstruction 
of the disease process. Congenital erythroblas- 
tosis may have a familial incidence and a sub- 
sequent pregnancy may produce a different clin- 
ical type of the disease’®. It therefore seems 
likely that the disease results as a defect of the 
primitive germ-plasm or fertilized egg. Erythro- 
blastosis runs the major portion of its course in 
utero and in the first days of life. It may occur 
in either sex, it has no racial predilection and 
the first born is usually spared. Its occurrence 
is not related to tuberculosis, toxemia or anemia 
in the mother. 

An unknown stimulus manifests itself in late 
uterine life as a pathological prolongation of or 
a reversal to the embryonic system of blood for- 
mation. As a result abnormally young forms 
appear in the circulating blood. Concomitant 
with this abnormal production there is an in- 
creased destruction of the red blood cells. Con- 
genital hydrops represents a more chronic proc- 
ess with widespread erythropoiesis of early em- 
bryonic type showing numerous erythroblasts 
and lesser numbers of normoblasts, myeloblasts 
and myelocytes. Ieterus gravis demonstrates as 
widespread erythropoiesis but the cells tend to 


be more mature, the peripheral vessels contain- 
ing many normo- and megaloblasts with relative- 
ly fewer early erythroblasts. In this latter type 
there is evidence of more acute red blood cell 
destruction. 


PATHOLOGY 


The morbid anatomy responsible for the man- 
ifestations of erythroblastosis present in these 
hitherto regarded dissimilar clinical conditions 
is best described as a persistence of or reversal 
to the fetal type of blood formation. The varia- 
tions encountered are quantitative as well as 
qualitative in nature. There are in general two 
main groups: those cases presenting universal 
edema as their most prominent feature, and. 
those with varying degrees of jaundice. Occa- 
sional ones show neither edema nor jaundice. 
The former gives evidence of a somewhat more 
chronic process while in the latter it tends to 
be more acute. 


The patients with congenital hydrops are 
markedly edematous and large effusions into one 
or all of the serous cavities may be found. A 
marked anemia is often present as evidenced by 
the waxy pallor of the skin and the watery con- 
sistency of the blood. Associated with these 
findings there is frequently an enlarged heart, 
which may weigh two or two and a half times 
normal. The spleen is firm and enlarged, often 
six to eight times, with more or less loss of the 
usual markings. The liver is also enlarged, up 
to two and half times, frequently losing its typi- 
cal architecture and showing intense diffuse bile 
staining after formalin fixation. The extrahe- 
patie bile ducts are not unusual. The placenta 
is often pale, firm, and enlarged, often two to 
three times. 


Microscopically the outstanding feature is a 
marked erythropoiesis, often of very early em- 
bryonic type occurring throughout the stroma 
of most organs including the spleen, liver, pan- 
creas, adrenals, kidneys, prostate, thymus, pitui- 
tary and the placenta. Numerous basophilic 
and polychromatophilic erythroblasts, in addi- 
tion to lesser numbers of normoblasts, myelo- 
blasts and myelocytes are found in all vessels. 
Throughout the liver numerous foci of early 
erythroblasts with varying numbers of normo- 
blastic foci are seen, often compressing and dis- 
torting the hepatic cords. Leucopoiesis, predom- 
inatingly of eosinophilic type, is seen in the 
portal spaces and to a lesser extent throughout 
the stroma. A varying amount of iron-contain- 
ing pigment is present in the Kupffer and liver 
cells in addition to the phagocytes of the spleen. 
There is also more or less inspissated bile ap- 
pearing as casts in the bile capillaries. The 
lymphoid tissue of the spleen is often decreased, 
while all follicles may be completely obliterated. 
The pulp contains many early and late erythro- 
poietic foci in addition to developing white cells. 
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The bone marrow shows active red and white 
cell formation. The placental villi are enlarged, 
edematous and somewhat hyperplastic, encroach- 
ing upon the intervillous spaces. Numerous ery- 
throblasts and normoblasts in addition to ery- 
thropoietic foci are seen within the fetal vessels. 

The group of patients presenting varying de- 
grees of jaundice and more or less anemia as 
their prominent features show little if any 
edema, although slight serous effusions may oc- 
eur. Generalized icterus is usually marked, al- 
though this may be absent. The heart is usu- 
ally slightly enlarged. The liver and spleen, as 
in the first group, are enlarged, often to the 
same or even greater extent. The extrahepatic 
bile ducts are normal. The brain is frequently 
icteric with intense pigmentation of the nuclear 
structures, a condition described in the litera- 
ture as ‘‘Kernicterus.’’ The placenta may be 
normal in appearance or slightly enlarged up 
to one and a half times although it is neither 
pale nor firm. Bile staining of the membranes 
is sometimes observed. 

Microscopically, erythropoiesis is widespread 
as in the first group, but may be of a less se- 
vere degree and more mature type. Peripheral 
vessels contain many normoblasts and megalo- 
blasts with relatively fewer early erythroblasts. 
Pigmentation of phagocytes in the spleen is often 
marked, which may be correlated with the sud- 
den, intense and frequently increasing jaundice 
seen in these patients. Pigment casts are often 
seen in the bile capillaries and may be very 
prominent. Hematopoiesis, as in the cases of 
congenital hydrops, is more prominent through- 
out the liver and spleen. The bone marrow 
shows active hematopoiesis as well. The brain, 
interestingly enough, is free from iron or other 
pigment when ordinary paraffin sections are 
studied. The placenta shows slight edema, hy- 
perplasia and nucleated red cells in the ves- 
sels, but no erythropoiesis. 

Tissues from organs uniformly show no 
spirochetes of syphilis when stained by Leva- 
diti’s method. Blood cultures are usually nega- 
tive, except in the occasional case complicated 
by terminal bronchopneumonia or other infec- 
tion, so that demonstrable infection plays no 
part in the pure case of erythroblastosis in any 
of its manifestations. 


CLINICAL TYPES OF ERYTHROBLASTOSIS 


I. Congenital Hydrops Associated with Ery- 
throblastosis 

At birth the presenting picture is one of se- 
vere anemia, the skin at times being waxy-white 
and covered with a thick yellow colored vernix 
easeosa. A varying degree of dropsy is pres- 
ent from generalized anasarca to edema of the 
extremities. Respiration is initiated with great 
difficulty, if at all, and during the brief period 
that life remains is characterized by great ir- 


regularity and gasping inspirations. Cyanosis 
cannot develop because of the anemia that is 
present. Jaundice is either absent entirely or 
present to a very slight degree. The liver and 
spleen are greatly hypertrophied and there is a 
resultant enlargement of the abdomen. In our 
experience the heart has been hypertrophied to 
twice its normal size but we do not know that 
this will prove to be a constant finding in fu- 
ture patients. There may be a loud hemic mur- 
mur heard over the precordium. The umbilical 
cord may be edematous while the placenta may 
be over twice its normal size and show edema 
and pallor. The red blood cell count may be 
reduced to below 500,000. The total nucleated 
cell count is variable and has been recorded be- 
tween 5,000 and 297,000 of which the majority 
are nucleated red cells. The nucleated red cells 
in the cases exhibiting the high total nucleated 
counts may constitute 90% of the acetic acid 
resistant cells. 


II. Icterus Gravis Associated with Erythro- 
blastosis 


At birth the infants of this group may appear 
normal to superficial inspection but in our ex- 
perience they have all been covered with a thick 
golden-yellow vernix caseosa. We wish to em- 
phasize the extreme importance of watching for 
this peculiar colored vernix for it has been the 
one sign that has enabled us to suspect the pres- 
ence of erythroblastosis at the instant of birth. 
The placenta may be considerably hypertro- 
phied and show on subsequent microscopic ex- 
amination nucleated red cells in the vessels. 
Slight icterus is frequently detected at birth 
while physical examination will reveal an en- 
larged liver and spleen. Cardiac hypertrophy 
may be present. (It was present in all three 
of our fatal cases and in the two reported by 
Ferguson in which the cardiac findings were 
mentioned. It was not detected in our two cases 
that survived.) 

A blood smear will show the characteristic in- 
crease in the numbers of nucleated red cells. A 
tendency to bleed is present in about half of 
the cases and the upper trunk and head may 
be covered with petechial hemorrhages while 
subcutaneous ecchymoses may develop shortly 
after birth. More extensive evidence of hemor- 
rhage may develop within a few days. 


The jaundice rapidly increases until by the 
end of the second day it is intense. There is 


extreme respiratory distress developing on the 
second or third day of life with labored, grunt- 
ing respirations, dilatation of the alae nasi, re- 
traction of the costal margin and use of all the 
accessory muscles. By this time the patient de- 
velops intermittent spells of cyanosis that soon 
become continuous. The clinical picture sug- 
gests either a severe pneumonic process or an 
intracranial hemorrhage but the x-ray and 
physical examination show no consolidation 
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while lumbar and subdural punctures exclude 
the presence of a gross hemorrhage. Evidence 
of more extensive bleeding may now develop 
with the oozing of blood from the mouth, 
hematemesis, hematuria or hemorrhage into any 
of the body cavities. At any time, usually from 
the second to the fifth day, the infant may sud- 
denly pass into profound shock and die. 


A moderate anemia usually accompanies this 
condition but it is masked by the jaundice and 
cyanosis. The red cell count may be between 
two and four millions. The total nucleated cell 
count is increased and may pass 100,000. The 
number of nucleated red cells is increased in 
direct proportion to the height of the total 
nucleated cell count. 


DIAGNOSIS 


The attending obstetrician is in the strategic 
position to make the early diagnosis of erythro- 
blastosis in the new-born. The mother’s past his- 
tory may lead to the presumption that erythro- 
blastosis had oceurred in a previous offspring. 
The presence of this disease should be suspected 
at delivery if the infant is anemic, edematous, 
jaundiced or covered with a peculiar golden- 
yellow vernix caseosa. The discovery that the 
placenta is abnormally large is further sugges- 
tive. At the initial examination of the erythro- 
blastic baby dusky cyanosis, petechial hemor- 
rhages or eechymoses may be noted. The abdo- 
men may be prominent due to the presence of 
free fluid and to enlargement of the liver and 
spleen. Cardiae hypertrophy with or without a 
murmur may be found.’ An early blood ex- 
amination adds important confirmatory  evi- 
dence when the total nucleated count is found 
to be increased above the normal limits and when 
the differential count demonstrates an abnormal 
number of nucleated red cells. 


We are dependent upon Lippman’s'® eareful 
blood studies on 71 new-born infants for our 
standard as to what the normal counts are at 
this period. The total nucleated count (‘‘white 
blood cell count’’) is considered abnormal when 
it is greater than 20-25,000 at birth. There 
should not be more than five nucleated red cells 
seen in counting one hundred nucleated cells at 
birth (5%). By the second day the nucleated 
red cells should have dropped to below 1%. In 
determining whether the nucleated red cell per- 
centage is abnormal, it is therefore more im- 
portant to find an increased number on succes- 
sive daily examinations than to rely on one de- 
termination. The average red blood cell count 
at birth is from 5,200,000 to 5,600,000 while at 
one week of age the average is between 5,000,000 
and 4,000,000. 

The presence of an abnormally high number 
of nucleated red cells alone is not pathognomonic 
of erythroblastosis of the new-born. We do not 
know at the present time how many other con- 


ditions may be accompanied by an increased 
liberation of young forms into the circulating 
blood. We have observed this finding in what 
has been considered congenital heart disease. It 
has been observed at the Children’s Hospital 
in a new-born infant that at autopsy proved to 
have congenital syphilis without evidence of 
erythroblastosis. It remains for future studies 
to explain the significance of a simple increase 
in the numbers of circulating nucleated red 
blood cells. 


While the presence of abnormally colored ver- 
nix caseosa and hypertrophy of the placenta has 
in the majority of instances led us to suspect 
correctly the presence of erythroblastosis they 
have also been seen associated with other condi- 
tions. For instance they have been present to- 
gether or singly in cases with enlarged hearts 
and increased nucleated red cell counts but with- 
out erythroblastosis at postmortem examination. 
The golden vernix has been seen on a few ap- 
parently normal babies. The true significance 
of these findings must also await further studies. 


DIFFERENTIAL DIAGNOSIS 


There are a number of conditions that may 
be confused clinieally with erythroblastosis of 
the new-born. It is highly probable that in the 
past erythroblastosis may have been diagnosed 
as one of these diseases. It is impossible at this 
stage to give an accurate clinical differential di- 
agnosis because, as already mentioned, we do 
not know what the blood findings, the type of 
vernix and the placental size will prove to be in 
these other conditions when once they are in- 
vestigated. The positive diagnosis of erythro- 
blastosis can be made at the present time only 
after pathological examination of the tissues. 


Icterus Neonatorum. In ieterus neonatorum the 
jaundice is less intense and does not appear 
before 12-24 hours. It is unassociated with 
edema, anemia, cyanosis, bleeding, cardiac hy- 
pertrophy, dyspnea, or marked enlargement 
of the spleen and liver. It does not result in 
a seriously ill patient and does not cause 
death. The literature and our own experi- 
ence in a few patients so examined would in- 
dicate that it is not accompanied by the blood 
findings seen in erythroblastosis. 


Congenital Obliteration of the Bile Ducts. The 
jaundice associated with congenital oblitera- 
tion of the bile ducts may be present at birth 
but usually does not reach marked intensity 
before the second or third weeks of life. There 
is no edema, cyanosis, dyspnea, cardiac hyper- 
trophy, or gross splenic enlargement. There is 
enlargement of the liver and there may be 
bleeding. The stools are usually clay colored 
but, due to the secretion of bile in the lower 
bowel, bile may be found uniformly mixed 
throughout a loose stool or may form a bile- 
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stained shell around a typically clay colored 
stool core. We do not know what the blood 
findings, the type of vernix ecaseosa and the 
size of the placenta will prove to be in this 
disease. The diagnosis of obliterated bile 
duets will of course become obvious as the 
course of the condition is followed. 


Jaundice Associated with Sepsis. Undoubtedly 


many cases of erythroblastosis have in the past 
been diagnosed as sepsis of the new-born. 
The symptoms attributed to sepsis may exact- 
ly simulate those seen in icterus gravis. The 
differential diagnosis between these conditions 
is unsatisfactory at this time without a post- 
mortem examination. Clinically the jaundice 
of sepsis should appear later than that of 
erythroblastosis. The presence or absence of 
fever is of no differential value, for marked 
sepsis may occur at this age with or without 
fever, while we have seen proved eases of ery- 
throblastosis associated with bleeding have a 
high fever for several days. The presence of 
a positive blood culture shortly before death 
does not prove the case to be one of primary 
sepsis for it may be the result of a terminal 
infection in erythroblastosis. Both conditions 
have enlarged livers and spleens. As yet the 
blood has been studied in too few eases of 
jaundice associated with sepsis in which ery- 
throblastosis has been excluded by pathologi- 
cal studies to know the differential value of an 
increased nucleated red cell count. 

It is obvious that much work remains to be 
done before the group of cases exhibiting 
jaundice as the result of sepsis is sharply 
enough defined to enable an accurate clinical 
differential diagnosis. 


Winckel’s Disease. Winckel’s disease is similar 
to the type of erythroblastosis with jaundice 
and cyanosis except that hemoglobinuria is 
present. Here also our knowledge is too scan- 
ty to go further in making a differential diag- 
nosis. 


Congenital Syphilis. Congenital syphilis must 
be excluded in every patient suspected of hav- 
ing erythroblastosis associated with icterus 
eravis. The ease already referred to had all 
the clinical findings, including increased nu- 
cleated red cells, of erythroblastosis but at au- 
topsy no erythroblastosis was demonstrable. 


normal or increased in congenital heart dis- 
ease while an anemia is characteristic of ery- 
throblastosis. Severe jaundice is not to be ex- 
pected with a congenital heart. Marked en- 
largement of the spleen and liver should not 
be present except with heart failure. We do 
not know what the level of nucleated red cells 
will be in congenital heart disease. The subse- 
quent course of the patient under considera- 
tion should allow a differentiation from ery- 
throblastosis. 


Intracranial Hemorrhage. The cyanosis, dysp- 


nea, and muscular twitchings seen in erythro- 
blastosis may suggest intracranial hemor- 
rhage. In fact actual intracranial hemor- 
rhage may occur as part of the bleeding tend- 
ency that develops in erythroblastosis. Pure 
intracranial hemorrhage can be differentiated 
from erythroblastosis by the absence of edema, 
jaundice, enlarged liver and spleen. Erythro- 
blastosis with the symptoms suggesting intra- 
cranial injury but without bleeding will have 
a normal fluid by lumbar and subdural taps 
and the fluid will be under normal pressure. 


Hemorrhagic Disease of the New-Born. In the 


past, many cases of erythroblastosis have 
probably been diagnosed hemorrhagic disease 
because of the bleeding that frequently ac- 
companies icterus gravis. In hemorrhagic 
disease there should be no edema, hepatomeg- 
aly or splenomegaly. Severe jaundice should 
be absent. Unless there is hemorrhage into 
the central nervous system there should be no 
eyanosis. The nucleated red cells in the few 
cases that we have examined have not been 
increased but our series is as yet too small to 
establish this point. 


Idiopathic Anemia of the New-Born. The pos- 


sible relationship between  erythroblastosis 
with its anemia that persists long after the 
acute symptoms have disappeared and _ idio- 
pathic anemia of the new born is at present 
the subject of several investigations. It is for 
future studies to prove whether idiopathic an- 
emia is an independent entity or whether it 
is one stage or phase of the erythroblastic 


process. 
TREATMENT 


The obvious treatment indicated in congenital 


In excluding syphilis the mother’s history and 
blood Wassermann reaction should be investi- hydrops is an immediate transfusion to correct 

tad The indent should have a Mood Wen the profound anemia that is present. Unfor- 
ga alt tunately death has followed so closely after birth 
|that as yet no experience has been gained as to 


Congenital Heart Disease. The eardiae hyper-|the results of such therapy. 
trophy, edema, dyspnea, and cyanosis may] In erythroblastosis of the icterus gravis type 
suggest the possibility of congenital heart dis-|the treatment consists of early and frequent : 
ease. The presence of an organic murmur|small blood transfusions. This immediately pro- 
may be helpful, but, unfortunately, severe] vides normal oxygen-carrying red blood cells to 
heart disease may be present without any de-|supplement the immature red cells of the pa- 
tectable murmur. The total red cell count is'tient’s blood that are unable to carry their nor- 
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mal quota of oxygen. It also combats the mild 
anemia that is present. That this measure is 
effective is shown by the relief of dyspnea and 
cyanosis that frequently follows the transfusion. 
The fresh blood may also in some way permit 
the hematopoietic system to mature its cells be- 
fore liberation into the blood stream. 


The technique of giving this blood is very 
simple. Either parent may be used as a donor 
and it is not necessary to type or cross aggluti- 
nate the donor and new-born recipient. Thirty 
to fifty eubie centimeters of blood is drawn 
from the donor’s vein into a large syringe in 
which about 5 ec. of 2% solution of sodium 
citrate has been previously placed. The needle 
is now disconnected from the end of the syringe 
and one end of a small rubber tube is applied 
in its place. At the other end of the rubber 
tube is a 2 ¢.c. Luer-Kaufmann syringe with a 
small needle attached. The tube and small 
syringe are now filled with blood and the ap- 
paratus is ready to deliver its blood to the re- 
cipient. An area on the side of the baby’s head 
is shaved and scrubbed. Light pressure applied 
by an assistant’s finger just above the patient’s 
ear causes the small veins in the temporal re- 
gion of the sealp to become distended. The 
needle is now introduced into one of these veins 
and threaded a short distance into the vein. The 
plunger of the small syringe is withdrawn al- 
lowing the donor’s blood to enter the barrel. The 
assistant forces the blood out of the large 
syringe by pressing on and rotating the plunger 
and the transfusion is completed. 

In order to combat dehydration and to assist 
in the elimination of bile pigments it is impor- 
tant that fluids be forced by mouth and hypo- 
dermoclysis to between three and four ounces 
per pound daily. 

Oxygen has been of little or no value during 
the periods of cyanosis and respiratory distress. 
Liver has been tried, but the results thus far 
are inconclusive. 

In the convalescent phase of the disease the 
severe anemias may be treated by frequent small 
transfusions while the milder anemias respond 
well to oral administration of about 4 grams of 
iron and ammonium citrate daily. 


CONCLUSION 


Erythroblastosis is a congenital and frequent- 
ly familial disease of unknown etiology involv- 
ing the hematopoietic system. It runs the major 
portion of its course prior to birth and presents 
a confusing variety of clinical pictures depend- 
ing upon the severity of the antenatal process 
and upon the stage the disease has reached when 
pregnancy is terminated. 

The term ‘‘erythroblastosis’’ is descriptive of 


the common underlying pathology recognized in} 


such apparently dissimilar neonatal conditions 
as congenital hydrops and some eases of icterus 


gravis. The pathological feature of congenital 
erythroblastosis is hyperplasia of the hemato- 
poietic system with reversion to or continuation 
of the embryonic level of blood formation. 
There is hyperplasia of the bone marrow, and 
active foci of hematopoiesis may be found in 
the liver, spleen, pancreas, kidneys, adrenals, 
thymus, pituitary and lymph nodes. The cir- 
culating blood is flooded with immature cells of 
all forms, particularly nucleated red cells, and 
there is evidence of a varying amount of blood 
destruction. When the destruction of the red 
cells exceeds the production any degree of ane- 
mia may result up to the profound type often 
seen in the congenital hydrops variety of the 
disease. In what should seem to be a compensa- 
tory measure the heart may become greatly hy- 
pertrophied and the anasarca when present 
may be the result of cardiac decompensation. 


The diagnosis of erythroblastosis is suggested 
at birth by the presence of a thick golden-yellow 
vernix caseosa. The placenta may be hyper- - 
trophied. Physical examination may reveal 
anemia, edema, jaundice, dusky cyanosis, pete- 
chial hemorrhages, and enlargement of the liver, 
spleen and heart. The blood in erythroblasto- 
sis will have an abnormal increase in the num- 
bers of nucleated red cells. 

The treatment consists in transfusion with 
whole blood at the earliest possible moment, and 
the foreing of fluids. 
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Discussion 


CHAIRMAN WyMmAN: The discussion of Dr. 
Clifford’s paper will be opened by Dr. Frederick 
C. Irving, of Boston. 
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Dr. FREDERICK C. IrvinG, Boston: Mr. Chair- 
man, Ladies and Gentlemen—Naturally I am 
not qualified to speak on this subject from the 
point of view of pediatrics, but since it is a not 
uncommon condition, occurring as Dr. Clifford 
has already said, about once in every 343 births, 
and since the obstetrician is the first person that 
sees the baby, and since the question of early 
diagnosis is a very important one, it becomes 
almost as much an obstetrical problem at the 
beginning as it is a pediatric one. 

Dr. Clifford has already dwelt on the pe- 
culiar color of the vernix, as he has on all the 
other things about which I am going to speak. 
We do not know the cause of the color. We 
assume that it is due to staining from bile pig- 
ment, and, in the course of the next year, we 
probably will be able to find out by chemical 
analysis what the cause of that peculiar golden 
yellow color may be. 

The next thing that the obstetrician notices 
is the size of the placenta. The placenta may 
be inereased in size from various causes, one 
of them being congenital syphilis, but it is in- 
creased for a different reason in congenital 
syphilis than it is in erythroblastosis. In ery- 
throblastosis it seems to be a compensatory 
mechanism to enable the baby to get more oxy- 
gen while it is im utero. 

The obstetrician should then palpate the liver 
and spleen to determine whether they are en- 
larged. and he should also note the general 
condition of the baby, whether it has general 
anasarea or whether it is jaundiced or anemic. 
Of course jaundice and anemia may not appear 
immediately; they may be the development of 
the first few hours of extra-uterine life. 

Taking all these factors into consideration, 
the question may be settled by a blood count, 
which, after all, is the determining factor. If 
the child has an increased number of nucleated 
red cells, it has an extremely good chance of 
having erythroblastosis. That is the most im- 
portant diagnostic point. 

When the obstetrician arrives at the conclu- 
sion that the baby may have erythroblastosis, 
he may then call in the pediatrist and steps 
may be taken to do everything possible to save 
the baby’s life. 


CHAIRMAN Wyman: Dr. Clifford’s paper is 
now open for general discussion. 


Dr. Kennetu D. Buackran, Brookline: Dr. 
Clifford’s contribution illustrates very clearly 
the importance of the obstetrician, pediatrist, 
hematologist and the pathologist working very 
closely together, for it is this ‘‘team work,’’ 
having been stimulated under Dr. Irving’s di- 
rection, which has resulted in the bringing to- 
gether of four clinical syndromes heretofore havy- 
ing been considered as separate entities, and to 
relate them to a common pathological basis. 

Dr. Clifford mentioned the relationship be- 


tween the congenital anemia of the newly born 
and erythroblastosis. Of course it will be neces- 
sary to have further studies before we can speak, 
perhaps as positively, about this condition be- 
ing on the same basis of this disturbance of the 
hematopoietic system as the others—edema and 
jaundice. <A suggestion which is confirmatory 
of this relationship, however, has been made by 
Dr. Diamond from an experience in one family. 


This mother had given birth to four healthy 
and normal babies and these children now are 
living and well. When the fifth pregnancy re- 
sulted in the birth of an infant, it was noticed 
shortly after having been discharged from the 
maternity hospital that the baby was very pale, 
and despite measures to relieve the anemia which 
increased rapidly, the child died. 

The sixth pregnancy also resulted in the de- 
velopment of a severe pernicious type of ane- 
mia and the child was brought to the Infants’ 
Hospital when about 17 or 18 days of age. There, 
as the result of frequent small transfusions, 
the anemia finally was brought under control 
and the child was discharged and is now living 
and well. 

The seventh pregnancy also resulted in the 
birth of an anemic baby who was brought to 
the Infants’ Hospital and likewise was returned 
home and is now well. 

The mother having had this experience with 
her last three babies, refused then to go to a 
maternity hospital and said she was going to be 
delivered at home, so that she herself could make 
observations regarding the condition of this 
baby at birth. The child was born and when 
about 5 hours of age presented evidences of 
icterus gravis, and when 914 hours of age was 
brought into the Infants’ Hospital with all the 
signs and symptoms characteristic of that form 
of this hematopoietic disturbance. With trans- 
fusions and other measures the child made a 
satisfactory recovery, and the jaundice disap- 
peared. When at the same age as the other 
two children, about 17 or 18 days of age, it was 
found that the hematological characteristics 
were identical with the hematological character- 
istics which have been regarded as typical of 
congenital anemia of the new-born. 

This instance seems to connect very clearly 
in our minds the relationship between the two 
different stages with the icterus usually seen 
shortly after birth and with the signs of what 
is regarded later as anemia of the new-born. 

Confirmatory evidences of this observation 
are found in the literature in a few instances in 
which at autopsy these babies with anemia of 
the new-born have exhibited intensive extra- 
medullary hematopoiesis. 

We are really definitely indebted to the group 
at the Boston Lying-In Hospital for having 
called attention to the importance of recogniz- 
ing these conditions at birth, because that is 
the time when there is opportunity to benefit 
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them by the therapeutic measures which Dr. 
Clifford has suggested. 


Dr. Warren R. Sisson, Boston: Mr. Chair- 
man—l cannot let this opportunity go by with- 
out expressing my interest in this work and 
complimenting Dr. Clifford upon the real con- 
tribution which he has made in calling to our 
attention the importance of this disease which 
we obviously have neglected to observe in its 
various manifestations, especially in its very 
early stages. 

The thing of course that interests us all, Dr. 
Clifford has very wisely omitted to discuss, 
namely, the etiology of the disease. One can- 
not help wondering whether this is a disease 
at all or whether it is just a symptom of some 
underlying physiological process which is caus- 
ing these various manifestations. 

In this connection I should like to ask Dr. 
Clifford and Dr. Stuart if any really intensive 
study has been made of the diet or the past 
history of the mothers of these patients in the 
prenatal stage. 

In regard to therapy, I was discussing the sub- 
ject last week with Dr. Cooley of Detroit who 
has been very much interested in this and other 
hematopoietic diseases. He has removed the 
spleen in one of these babies and noted very 
favorable results. He stated that the next case 
he saw he would treat in this way. 

I should like to hear Dr. Baty’s or Dr. Black- 
fan’s opinion of this form of treatment. It 
hardly seems a feasible procedure to me. 


Dr. Baty? 


Dr. James M. Baty, Boston: I do not think 
IT can add anything to Dr. Clifford’s excellent 
presentation, but in answer to Dr. Sisson’s ques- 
tion about the splenectomy in these children, 1 
think Dr. Blackfan would agree that we feel 
that that is quite definitely not indicated in 
erythroblastosis because the enlargement of and 
the changes in the spleen are simply a part of 
the general process involving the entire hemato- 
poietic system, and I cannot conceive of any 
very definite benefit that would derive from 
splenectomy. Also, it is rather a strenuous 
process for a new-born infant. I think that the 
result in one or even a few cases would not be 
of any particular value because with Dr. Clif- 
ford’s two or three cases that have recovered, 
and the ones that Dr. Blackfan mentioned, 
which recovered, we have been able to cure sim- 
ply with transfusions. I think that the trans- 
fusion idea cannot be emphasized too much. 
One of these children that Dr. Clifford had at 
the Lying-In was transfused three or four times, 
I think, in a period of two or three days, much 
more frequently than you would think neces- 
sary from the point of view of the anemia 
simply, because the child did not have a very 
severe anemia, around 4,000,000 to 5,000,000 red 


cells. 


CHAIRMAN WyMAN: 


Dr. Karuron G. Percy, Brookline: As a 
meager contribution to this excellent paper I 
wish simply to present three cases that I hap- 
pen to have had of this same condition of 
erythroblastosis, manifesting, as Dr. Clifford has 
brought out, the previous different disease en- 
tities. 

The first one was a seeond child of a parent 
of about 42, that was born at the Massachu- 
setts Women’s Hospital, which had been given 
30 ¢@.e. of blood intramuscularly, and on the 
third day began to manifest anemia and eyanotie 
spells, which showed at that time a definite 
picture of erythroblastosis, with about 45 per 
cent erythroblast cells. It was transfused that 
day by Dr. Baty and it had marked and diffuse 
hemorrhage, necessitating another transfusion, 
and a large transfusion of 100 ¢.¢e. within 12 
hours, and again at the end of 24 hours. It 
looked as if we were getting by, but finally it 
had a diffuse cerebral hemorrhage over the whole 
cortex and died. 


It was a picture which simulated a hemor- 
rhage of the new-born, but a blood picture 
which was entirely characteristic of this disease 
which Dr. Clifford has spoken of, and when 
it came to an autopsy it was proved as such. 

The second was one which was a hydrops con- * 
genitalis which was seen at the age of 12 hours 
in extremis and died before a physical examina- 
tion was finished, with blood picture which was 
characteristic and upheld by autopsy. 

The third was an icterus gravis, but did not 
appear as such until the third day. It was 
given three transfusions within 24 hours and 
died. It was a typical picture. 

Looking back before the time when we were 
doing many blood smears I can remember two 
cases of icterus gravis which were more or less 
chronie in type. One went along for 214 years, 
Was seen by a surgeon, and was not diagnosed 
as a congenital erythroblastosis, and died. 

Another one that interested me had jaundice 
for 5 months, with marked anemia, and eventu- 
ally got well without any further treatment 
than simple medical means of iron and of feed- 
ing regulation. 

So, looking over my own records, from the 
standpoint of the pediatrician who does not 
see every new-born but sees those to whom he 
is called, I have a pereentage of 3 out of 180 
cases. 


CHAIRMAN Wyman: Is there any further 
discussion? Dr. Clifford, will you please close 
the discussion ? 


Dr. Cuirrorp: As Dr. Sisson mentioned, the 
subject of etiology was intentionally avoided 
because of its intricacy. As yet we have no 
true conception as to the primary cause of 
erythroblastosis. We think it is a congenital 
defect in the developing hematopoietic system 
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that starts a vicious cycle of abnormal cell pro- 
duction and cell destruction. 

There have been a number of studies in the 
past in connection with the cases of congenital 
anemia that occur in the icterus gravis type of 
erythroblastosis, where attempts have been 
made to explain the condition as the result of 
dietary deficiencies, anemias, toxemia, tubercu- 
losis, or syphilis in the mother, but the con- 
sensus of opinion, and our opinion from our 
own experience, is that there is no connection 
whatsoever between these conditions and the 
occurrence of erythroblastosis. In fact, one 
case has been reported in the literature in which 
one of twins had erythroblastosis while the other 
was perfectly normal. 

In our opinion a therapeutic splenectomy is 
certainly not indicated at the present time, be- 


cause when we observe these cases from their 
very first symptom we notice that the icterus 
gravis type of case is usually born without jaun- 
dice and that the spleen is then just barely en- 
larged, if at all. As the jaundice develops the 
spleen very rapidly increases in size and, as the 
patient recovers, the spleen subsides. In other 
words, it looks as though the spleen were mere- 
ly removing the abnormal cells, and is not the 
primary cause of the disease. It seems to act 
as a scavenger organ to rid the blood stream of 
the defective erythroblasts released by the 
hematopoietic system. 


CHAIRMAN Wyman: The next paper is en- 
titled ‘‘The American Academy of Pediatrics; 
its Purposes and Scope,’’ by Dr. John Lovett 
Morse, of Boston. 


THE AMERICAN ACADEMY OF PEDIATRICS, 
ITS PURPOSES AND SCOPE* 


BY JOHN LOVETT MORSE, M.D.t 


HEN President Hoover initiated the great 

movement for the improvement of the 
health and welfare of the children of this coun- 
try, which culminated in the White House Con- 
ference, it at once became evident that there was 
no organized body of pediatricians in the Unit- 
ed States which could be ealled on to under- 
take and carry on this movement or to give au- 
thoritative advice. The American Pediatrie So- 
ciety is a small elective society, composed largely 
of teachers and laboratory workers, which has 
never taken any active interest in public health 
matters. The House of Delegates of the Ameri- 
ean Medical Association does not allow the See- 
tion on Pediatrics to do anything except to hold 
scientific sessions. It was the erying need for 
such an organized body of the pediatricians of 
the whole country which led primarily to the 
formation of the American Academy of Pediat- 
ries. It is anticipated that this body will ulti- 
mately include in its membership every thor- 
oughly qualified pediatrician in the United 
States. A very considerable proportion of them, 
especially in the South and Middle West, are 
already members. 

According to the Constitution ‘‘The object of 
the Academy is to foster and stimulate interest 
in Pediatrics and correlate all aspects of the 
work for the welfare of children which properly 
come within the scope of Pediatrics. The Acad- 
emy shall endeavor to accomplish the following 
purposes : 


‘“To establish and maintain the highest pos- 
sible standards for pediatric education in medi- 


*Read before the Section of Pediatrics at the Annual Meeting 
of the Massachusetts Medical Society, at Boston, June 10, 1932. 

+Morse—Professor of Pediatrics Emeritus, Harvard Medical 
School. For record and address of author see ‘This Week’s 
Issue,” page 151. 


eal schools and hospitals, pediatric practice and 
research ; 

‘To perpetuate the history and best tradi- 
tions of pediatric practice and ethics; 

‘‘To maintain the dignity and efficiency of 
pediatric practice in its relation to public wel- 
fare; 

none of which objects is for pecuniary profit.”’ 


It is noteworthy that the purposes of the 
Academy are largely altruistic. While this is 
true, if these purposes are attained, their accom- 
plishment will redound to the benefit of the pedi- 
atricians themselves. The American public has 
become child welfare minded. It now demands 
that active measures be taken for the pres- 
ervation, protection and guidance of children 
and will see to it that they are taken. In the 
past, such measures have been undertaken large- 


ly by lay organizations and the public health 


authorities without proper advice or assistance 
from the pediatricians. They should have led 
all of these movements. As individuals they 
have had a small part in them, as a body none. 
It is time that they did and that they received 
proper recognition. It is the intention of the 
Academy to see that, as far as possible, they do. 
When they do, one of the perils of state medi- 
cine will be avoided. 

In order to carry out the purposes of the 
Academy there are a number of committees, the 
members of which are selected from all over the 
United States. Among these committees are those 
on Medical Education; Hospitals and Dispen- 
saries ; Relation to White House Conference; Re- 


lation to Philanthropic Agencies, Welfare Work- 


ers and Public Health Authorities; School 
Health and Hygiene; and Mental Hygiene. 
The Academy is also divided into five regions 
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—East, South, Midwest, West and Canada—in 
charge of regional committees. The reason for 
dividing the country into regions was that it 
was felt that each had its own pediatrie prob- 
lems which could be better handled by the physi- 
cians living in the region than by a general com- 
mittee. It is also the intention to hold clinical 
meetings of two or three days’ duration once or 
twice a year in each region, in order that the 
pediatricians in each region may become better 
acquainted with each other and mutually stim- 
ulated in their work. 

There are also state committees which are se- 
lected by the regional committees. One of the 
duties of these committees, as stated by the Exee- 
utive Board, is ‘‘to interest themselves in all 
problems pertaining to pediatricians. and espe- 
cially to codperate with all agencies concerned 
with child welfare and child health in their re- 
spective states.’’ They know local conditions so 
well that they are in a better position to carry 
out many of the purposes of the Academy than 
any national body ean possibly be. In earrying 
them out they will not only benefit the states in 
which they live, but also improve their own 
position. 

It is plain that the American Academy of 
Pediatries has laid out a very ambitious pro- 
eram. I believe, however, that with sufficient 
energy and time it can be carried out. Its ful- 
fillment will mean much for the children of the 
country, in that those who are interested in their 
eare and protection will be assisted, supervised 
and directed by pediatricians, as thev should be. 
Furthermore, raising the standard of pediatric 
education will inerease the value of the advice 
which the pediatricians give and thus indirectly 
help the children. Finally the pediatricians will 
profit by taking the place in public health and 
child welfare matters which properly belongs 
to them. 


My paper on the purposes and scope of the 
American Academy ends here. Various doctors 
have asked me what were the requisites for mem- 
bership in the Academy of Pediatries and I 


thought perhaps it might be well to say just 
what they are. 

A candidate to be eligible as a Fellow of the 
American Academy of Pediatrics must meet the 
following qualifications and requirements: A 
minimum of five years in pediatries ; evidence of 
fundamental training; productivity in one or 
more of the following: teaching, investigative 
work, clinical studies, publications, and pub- 
lie activities relating to pediatrics; clinical ex- 
perience and standing as determined by Fel- 
lows in his region. Governmental activities re- 
lated to pediatries shall be considered as proper 
qualification for fellowship. 

Now, how ean a physician get into the Ameri- 
can Academy of Pediatrics? He must first be 
proposed by two members of the Academy in his 
region who are not officers. His application 
is then sent to the regional committee and the 
regional committee then sends a letter to every 
member of the Academy in that region, asking 
their opinion. The regional committee then de- ° 
cides whether he is eligible and, finally, he has 
to pass the executive board. 

There was one modification to the requisites 
which was made last winter and that was that 
a pediatrician who lived in a small place, so lit- 
tle that he eould not be expected to make his 
living entirely out of pediatries, would be ae- 
cepted. 


CHAIRMAN Wyman: Before discussing Dr. 
Morse’s paper we will proceed with the next 
paper. 

Dr. Morse: 
ment? 


May I interrupt for just a mo- 


CHAIRMAN WyMAN: Excuse me. 


Dr. Morse: Dr. Sisson asked me who the 
members of the regional committee were in the 
East. I am ashamed to say I do not know the 
names of the entire committee, but Louis C. 
Schroeder of New York is the chairman. 


CHAIRMAN Wyman: The next paper is ‘‘The 
Program of the State Committee of the Ameri- 
can Academy of Pediatries,’’ by Dr. Harold C. 


Stuart, of Boston. 


AMERICAN ACADEMY OF PEDIATRICS* 


Program For State Committee** 


BY HAROLD C. 


HE great strides made during the first quar- 
ter of this century in the prevention of in- 
fant and child morbidity and mortality, were 
very largely due to community enterprises. Im- 
provements in sanitation, in the water, milk, 


*l’resented at the Section of Pediatrics at the Annual Meeting 
of the Massachusetts Medical Society, at Boston, June 10, 1932. 

**Members of State Committee: Warren R. Sisson, M.D., 
Chairman, Edwin T. Wyman, M.D., and Harold C. Stuart, M.D. 

}Stuart—Associate Physician, Children’s Hospital. Visiting 
Vhysician, Infants’ Hospital. For record and address of author 
see “This Week’s Issue,” page 951. : 
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and food supplies, and in the control of com- 
municable diseases contributed greatly toward 
the results obtained, and were largely brought 
about by group effort. The higher economic and 
educational levels of the general population 
were important factors. 

In recent years it has become apparent that 
future progress will depend more and more 


upon health service rendered to the individual. 
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Public Health, and other community organiza- 
tions, have recognized this necessity and are 
tending toward the individualization of their 
undertakings. There are, however, many rea- 
sons for believing that the personal physician 
is in the most strategie position for supervising 
the health of normal children. Other things be- 
ing equal, he is the one best fitted to determine 
what an individual’s health needs are, and how 
they may best be met. Thorough and systematic 
health supervisory service is not generally of- 
fered by the physicians of our State to the 
children whom they consider members of their 
medical practice. If anyone doubts the ac- 
curacy of this statement he need only refer to 
the recent publication of the White House Con- 
ference entitled ‘‘ Health Protection for the Pre- 
school Child.’’ It may be said that practition- 
ers have for various reasons generally resisted, 
rather than encouraged, the growing popular de- 
mand for such service. 


The State Committee of the American Acad- 
emy of Pediatries realizes that the provision of 
better health service for children is one of the 
primary objectives of the Society. It has 
adopted a number of resolutions which express 
its sentiments and objectives, and this purpose 
is shown in the following quotation from these 
resolutions : 


It is one of the principal objectives of 
the Academy to promote higher standards 
of pediatrie practice throughout the State, 
and to make this service available to an 
increasing number of children in the State. 


Preventive pediatric supervision of nor- 
mal children is a fundamental part of 
pediatric practice. Therefore, improve- 
ment in the amount and quality of such 
service is an objective of ‘the Academy. 
Through its general extension and improve- 
ment, there is great promise of further re- 
duction of morbidity and mortality, and bet- 
ter protection of normal growth. 


The Committee proposes to secure the exten- 
sion of this service in the offices of the private 
practitioners, in so far as is possible. It be- 
lieves that extension in this way will best serve 
the interests of the children, as well as of the 
physicians of the State. But the Committee is 
not unmindful of the possibilities for rendering 
effective health service in the more usual com- 
munity conferences; and it proposes to aid and 
facilitate the extension of such organized con- 
ferences in communities, and for the use of in- 
dividuals, who are unable because of economic 
or other reasons to secure adequate service from 
their own physicians. The following extracts 
from the resolutions may be taken as an indica- 


tion of the Committee’s attitude on these sub- 
jects: 


‘‘In the absence of satisfactory service 
available at reasonable cost from their pri- 
vate physicians, many parents have been 
compelled to seek such service through other 
agencies. 

‘‘Owing to urgent popular demand, pub- 
lie authorities as well as lay organizations 
have done much to extend the availability 
of health service for children throughout 
the State. 

‘“‘The Academy accepts the following ob- 
jectives of the White House Conference as 
expressed in the Children’s Charter: 


““Wor every child full preparation for 
his birth, his mother receiving prenatal, 
natal, and postnatal care; .. . 

‘‘Ror every child health protection 
from birth through adolescence, inelud- 
ing periodic health examinations, . . . 
protective and preventive measures 
against communicable diseases, . . . 


‘*Medical health supervision of nofmal 
children is of sufficient value, both to the 
individual and to the community, to justify 
its provision for children in poor economic 
circumstances at municipal expense. It is 
recognized that, in addition to the indigent 
who require medical care in illness as well 
as health supervision, there is a borderline 
class who can pay for medical care in oe- 
easional illness, but who cannot regularly 
pay for health supervision. 


‘‘Kor those unable to purchase private 
medical health supervision, community 
health conferences have proved effective. 
Their extension to more adequately meet 
the needs of the State is desirable. It is 
essential that these conferences not only be 
under the charge of competent physicians, 
but that they give regular personal atten- 
tion to the individual children and to the 
instruction of their mothers. By compe- 
tent is meant not only general medical fit- 
ness but special training and interest in the 
problems of both normal and sick children. 

‘‘The present administration of the Mass- 
achusetts Department of Health is of like 
mind with the Academy in believing that 
wherever possible health service should be 
provided for children by private physicians, 
and in being anxious to excite the interest 
of practicing physicians in this field. 


‘‘The publie is determined to have medi- 
cal health service available for children gen- 
erally. It is for the medical profession to 
demonstrate that this can best be obtained 
through private initiate and in connection 
with the private practice of medicine.’’ 


An important question which had to be dealt 
with in the very beginning concerned the field 
of health service itself. What constitutes ade- 
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quate health service for children? The Com- 
mittee believes that to be effective this service 
should be both comprehensive and continuous 
throughout the entire period of growth and de- 
velopment. This is expressed in the following: 


** Health supervision is desirable through- 
out the entire period of growth, and, there- 
fore, should start early in pregnaney and 
continue through adolescence. It should in- 
clude periodic examinations with seareh for 
defects and incipient disease and with econ- 
sideration of both physical and mental 
progress. It should also take into account 
the child’s heredity as well as his environ- 
ment, and cover all aspects of physical eare 
and training.’’ 


The Committee is, therefore, not primarily in- 
terested in making a drive for the extension of 
particular items of health service (such as diph- 
theria inoculations or school entrance examina- 
tions). It is rather interested in having the 
physicfans become health councilors in the full- 
est sense of the word. It believes that they 
should be interested in following the growth and 
development of individual children, and in re- 
lating these to their heredity, their physical en- 
vironment, and their health experiences. They 
should also accept responsibility for supervising 
their feeding, their daily routine, their habit 
formation, and their protection from infection. 
When this kind of service is provided regularly, 
the problems of inoculations, correction of de- 
fects, and the like are taken care of as a matter 
of course. In this connection, the Committee 
plans to prepare a brief outline to serve as a 
euide to physicians, covering minimum stand- 
ards for infant and child eare. 

The Committee hopes to bring not only the 
need, but also the practicability of offering this 
service directly to the attention of the practi- 
tioners of medicine and to interest them in pro- 
viding it. It believes that it ean convince them 
that this is not only a responsibility but an op- 
portunity. It would like to have your codper- 
ation, as well as that of all physicians interested 
in children, in carrying out this undertaking. 


The following resolutions suggest possible 
channels through which the Committee may 
work to bring about this interest : 


‘‘Health service is subject to regulation 
and the application of efficiency measures, 
not applicable to the care of sick children, 
for which reason it can be offered by prac- 
ticing physicians at considerably less than 
sickness rates. It can, in fact, be offered at 
rates which should not prove prohibitive for 
a large proportion of the population. There 
has been no general attempt on the part of 
those physicians who offer the service, to 
make it available at a cost within the eco- 
nomic reach of any but the well-to-do. 


‘‘That the Committee outline a plan for 
organization and procedure which would 
make it possible to render good service at 
reasonable cost, and still allow adequate re- 
muneration. 

‘“That the Committee seek the ecodpera- 
tion of all members of the Academy within 
the State in an effort to demonstrate to the 
local practitioners the desirability of their 
offering health service at reasonable cost to 
the children in their practice. Such fune- 
tion should be presented as desirable not 
only from the standpoint of the children but — 
also from that of the profession as well. 

‘That the Committee consider other ways 
and means of bringing this service to the 
attention of the physicians of the State, of 
securing their adoption of reasonable stand- 
ards, and of providing them with educa- 
tional opportunities to fit them better to 
earry out this program. 

‘‘That the Committee study the possibili- 
ty of establishing a demonstration area 
within the State where they could attempt 
through good local codperation to have at 
least minimum standard health service 
available to every child, as an integral part 
of the local practice of medicine.”’ 


There are, undoubtedly, within the State 
many physicians who would like to provide this 
kind of service as part of their practice, but who 
find themselves unfitted, by training or experi- 
ence, to do it effectively. Care of the well child 
requires a different approach, a different inter- 
est, and a moderate amount of additional knowl- 
edge to that required for curative medicine. 
Physicians who have concentrated their atten- 
tion on curative medicine, or who passed through 
medical school at a time when the normal child 
was given little consideration, often find them- 
selves at a loss as to the objectives, content, and 
methods of health supervision. There is a nat- 
ural tendency to shun, or even to discount the 
value of work which we do not feel fitted to 
earry out effectively. Our Committee appre- 
ciates the need for opportunities to become 
familiar with normal children and with the pro- 
cedures involved in the conduct of health serv- 
ice. It hopes to be of assistance to such physi- 
cians in the following ways: 


(1) In the preparation of literature that 
will cover briefly and very practically 
the subjects dealt with in health serv- 
ice. 

(2) To provide opportunities for physi- 
cians to visit Health Conferences in 
Boston, or elsewhere in the State; and 
to observe the kind of service that is ren- 
dered. 

(3) To bring these subjects before the at- 
tention of local medical societies. 
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Our Committee stands ready to codperate in 
every possible way with any physician who has 
a sufficient combination of medical and ecivie 
pride to desire for every child in his community 
at least minimum standards of modern health 
service as an integral part of the local practice 
of medicine. 


A second purpose of the Academy. which the 
Committee recognizes as offering a useful field 
of service, is that relating to child health work 
in the various allied fields of social service. The 
Committee has not yet matured any definite 
plans for activities along these lines, but it be- 
lieves that it should attempt to codperate with 
extra-medical organizations whose programs are 
intimately related to child health. In this con- 
nection it will be definitely carrying on certain 
of the objectives which the White House Confer- 
ence so clearly showed to be necessary. The chief 
ways for effective assistance in this direction 
would seem to be to sit, as representatives of the 
pediatricians of the State, in conferences where 
other organizations are represented, and to pass 
upon the medical desirability of plans prepared 
and being earried out by these organizations, 
and to secure the codperation of practicing phy- 
sicians in their application. This purpose is 
formulated in the following: 


‘“‘That the Committee attempt to codper- 
ate actively with the State Department of 
Health, as well as with other organizations 
similarly minded, in efforts to improve the 
child health service available throughout 
the State, in making it available in those 
communities where there is no adequate 
service at present, in passing upon the medi- 
eal desirability of plans prepared by these 
organizations, and in seeking the codpera- 
tion of practicing physicians in plans that 
are acceptable.’’ 


The White House Conference on Child Health 
and Protection has done much to arouse public 
interest in preventing unnecessary illness among 
children. It is a proper function of the prac- 
tice of medicine to provide the necessary pre- 
ventive medical service, and the medical profes- 
sion should adopt a position of leadership in 
the whole child health movement. The Massa- 
chusetts State Committee of the American Acad- 
emy of Pediatrics, representing a large number 
of the pediatricians of the State, is anxious to 
codperate in furthering these ends. 


DIscUSSION 


CHAIRMAN Wyman: The discussion of Dr. 
Stuart’s paper will be opened by Dr. Warren 
R. Sisson, Boston. 


Dr. WarREN R. Sisson, Boston: Mr. Chair- 
man and Members of This Section—Dr. Morse 
and Dr. Stuart have, I think, covered practical- 


ly all of the ground which represents the poli- 
cies of the Academy of Pediatrics. When the 
local committee was formed there was some 
doubt in our minds as to the exact function 
which we were to perform for the society and 
for the regional members. It seemed to us that 
there were enough organizations and that it was 
very unwise to start another in the depart- 
ment of public health activities. We have been, 
therefore, very slow in trying to evolve what 
we thought would be a most effective way to 
carry out the functions of the Academy as al- 
ready postulated. 

One of the thoughts that occurred to us was 
that the physicians generally have been too lax 
in their interest in public matters. Most of 
the work has been done by an organization 
which has carried out, I should say, most of the 
effective work in the community and the physi- 
cian or pediatrician himself has done very lit- 
tle to supplement the activities of the organiza- 
tions. We have felt, furthermore, that this 
work could be more effective if we, interested in 
general pediatric matters, could give a more per- 
sonal interest and in some way become more 
closely connected with the work and the private 
practitioner whose interest had never been thor- 
oughly aroused. 

It is interesting in this connection to note that 
during the past few months the medical profes- 
sion in Massachusetts has been somewhat critical 
of the activities of the Department of Publie 
Health, thinking that possibly it had gone a 
little bit beyond its scope in certain of its prov- 
inces. We, however, have felt that it was not 
the fault of the Public Health Department but 
that it was our fault for not being more ae- 
tive, and that, as Dr. Morse has already said, 
if we did not soon ‘‘get on the band wagon”’ 
we would lose an opportunity to contribute to 
this very important Department of Publie 
Health activity. 

So, instead of criticizing the Department of 
Public Health we as a committee have asked to 
confer with the Department of Publie Health 
and already on two oceasions have sat and dis- 
cussed the propositions which Dr. Stuart has so 
clearly outlined. 

In this connection I hope that Dr. Bigelow 
will tell you perhaps a little more in detail what 
we propose to do and how much we depend 
upon the committee and the members of the 
Academy to codperate in this work. 

We have felt that whatever we do, must be 
started in a very small experimental way, and 
it has been proposed by Dr. Stuart and others 
that we shall join the Department of Publie 
Health in one of their projects. There has 
been formed, as you may know, a unit in the 
Ayer district, consisting of 14 towns, where the 
main object is to supervise the public health of 
the communities and to elicit more interest in 
child welfare. It is now hoped that next fall, 
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starting with an oration by Dr. Morse who is 
in the strategic position to arouse interest on the 
part of the local practitioner, we may go to 
this district and arouse the codperation of the 
local practitioners. 

The organization is already well established 
and we hope to take an active part in the con- 
duct of this more or less experimental public 
health unit. We propose to help in the admin- 
istration of the conferences, and, as Dr. Stuart 
has intimated, we propose to have literature 
available which will give the practitioner the 
standards of infant feeding and the standards 
of physieal examination, and so forth, so that 
he may have more opportunity to know the 
methods which we think should be carried out. 

In closing I wish to say that I feel we are 
really in an unusual position in this State. We 
have. first of all. a most codperative Department 
of Public Health; in the second place, we have 
Dr. Stuart—and I cannot let the opportunity 
pass without saying that he is in a most strategic 
position to help us in this work because of his 
familiarity with the White House Conference 
and due to his interest in his own special de- 
partment here. 


Wyman: Dr. Stuart’s paper is 
now open for general discussion. 


Dr. Ricuarp M. Suirn, Boston: Mr. Chair- 
man—I had not intended to say anything but 
it does seem to me that both Dr. Morse and Dr. 
Stuart have mentioned something that might 
properly be emphasized, namely, the apparent 
indifference of the medical profession to the op- 
portunity in this particular field. 


We have talked a good deal in recent years 
about the disappearance of and the loss of 
prestige of the general practitioner, but if we 
look back to the position which the general 
practitioner formerly occupied in the com- 
munity, and which we would like to see him 
regain, we realize that he was more than a per- 
son who simply eared for the sick; he was the 
family counsellor, he was the person to whom 
the families who looked to him for eare in ill- 
ness went when they were in any sort of trouble; 
in other words, he was the person who was able 
to give them sound advice with reference to the 
general conduct of their lives so far as health 
entered into it—and after all health enters into 
a very large proportion of our activities either 
directly or indirectly. 

As medical science has progressed the doctor 
has become, of necessity perhaps, more and more 
absorbed in the strictly scientific application of 
medical knowledge and he has become so ab- 
sorbed in attempting to practice medicine strict- 
ly that he has allowed to slip from his influence 
this other service which formerly he performed 
so universally and so acceptably. 

The pediatrician is, perhaps, the man who 


has most clearly seen that an opportunity to 
regain this field lies in the application of a 
greater interest to the whole child rather than 
confine his attention to the care of the child 
when he is sick. It seems to me that this re- 
newed activity, which has been stimulated by 
the White House Conference and this very care- 
fully thought out and constructive program of 
the Academy, offers an opportunity for a real 
demonstration of what ean be done for the child, 
what can be done by the physician in regain- 
ing the position of general adviser and helper 
that the family physician used to have. 

We greatly need this outline which is being 
prepared in order that all of us may clearly 
understand the science and essential techniques 
in this field of health supervision because after 
all the information which we need and the meth- 
ods which we use are quite different from those 
which are employed in the cure of the sick. I 
think that the plan for a demonstration in this 
particular work in some community in the 
State is an excellent thing. The opportunities 
which this whole general program offers for 
furthering the interest in child health and for 
developing the fields for service by the physi- 
cian are very great. 


Dr. Georce H. Bicetow, Boston: Mr. Chair- 
man—Of course the State Department of Pub- 
lie Health is very vitally interested in this mat- 
ter. We in Massachusetts always seem to find 
some reason to congratulate ourselves, person- 
ally, and sometimes I think we spend a good 
deal of time ‘‘narcissusizing’’ ourselves, or 
whatever that disease is of looking into pools; 
but I think in this particular case we have 
cause for congratulation because this newly or- 
ganized academy has its president here in 
Massachusetts and certainly if it is to function 
effectively in any state it should so function 
here. I think, therefore, that we have a real 
responsibility, with this added advantage, that 
the other states do not have of making this 
cooperative effort effective. 

Of course the Committee fits in splendidly 
with what we have been thinking about with a 
group from the obstetrical section this winter, 
Dr. Stuart’s suggestion that we outline the 
content of the health supervision of children is 
admirable. 

Dr. Sisson has suggested that there might be 
some discussion about the plans that we have in 
mind with this Massachusetts Committee. 

Perhaps it is a little premature to announce 
any definite program because the program must 
vary in the different communities and must have 
its inception in a frank discussion with the medi- 
cal profession in the area involved. Some of our 
programs in the past have been talked over 
with everybody except the doctors, have been 
initiated, and then some five or ten years after- 
ward, the doctors have been told what it is all 
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about. We must reverse that process. In some 
places this has been done because there has not 
been any machinery for getting hold of the doc- 
tors. With these committees such machinery is 
given us. 

There has been one point which has been dis- 
cussed a good deal and on which we have not, I 
believe, come to complete agreement, namely, in 
communities where you get codperation from 
the doctors should there be any organized service 
in clinies? If you want to whitewash it a little, 
call them conferences. However I think that is 
an important distinction between these two 
terms, sinee ‘‘clinies’’ suggest pathology and 
‘‘eonferences’’ suggest exchange of ideas or edu- 
cation. So, I think conference is the better 
term. I have felt very definitely that to go into 
a community and say that there should be no 
well child conferences would be throwing away 
a very valuable educational implement which 
we have. 


I am entirely impatient with a lot of the so- 
called conferences. They are half-baked pedia- 
tries clinies. The only person who likes them is 
the druggist who gets flooded with prescriptions. 
They are a parody on supervision of the well, 
because they really are supervision of the sick. 

Then there is another drawback to many of 
them in that you get a buneh of repeaters that 
keep coming year after year. They are only a 
fraction of the children in the community. I 
think the suggestion we picked up in Tennessee 
is very good,- that the number of visits should 
be definitely limited, and if the purpose of edu- 
cation at the conference is not accomplished 
after those visits either the conference is use- 
less as an educational medium or the people are 
adamant against education. They come for a 
limited number of times in order that the educa- 
tional value of the conference may be accom- 
plished. Out of that an appreciation on the part 
of parents of the value of this service should be 
so aroused that the service will then be obtained 
from the private doctor’s office if the private 
doctor is interested in giving the service. Plenty 
of doctors find well children dull and I think 
they ought to admit it. Nobody is efficient in 
that which does not interest him and the chil- 
dren ought to go to people who do not find that 
sort of work dull. 

_Another value of the conference is the educa- 
tion of the physician in the technique of the 
Supervision of the well child which is all com- 
paratively new. It needs a special point of 
view and the value of the teaching conference 
im these matters of the profession is very great. 

I think that there are many communities in 
the State that want nothing of conferences or 
clinics for the well child or anybody else, but I 
feel that this professional group will be of great 
help in getting this program over. 

To be able to go into a given community and 


meet the profession, with Dr. Morse and with 
the members of this committee, is half the battle 
in obtaining the confidence of the doctors. 
They know that they can differ with us and have 
a very good chance of being right but they can- 
not differ in these professional fields with these 
informed people and have any chance of being 
anything but wrong. 


Dr. Greorce L. Ricuarps, Fall River: One of 
the problems with which you always have to con- 
tend is the fact that the health officer is con- 
sidered by many physicians as in a way their 
competitor, as though he were taking business 
from the physicians. , 

The problem of codperation with the health 
officer is a very real one as he may with the best 
of intentions and without in the least meaning 
to, appear to be a eritie of the local physician. 
As a representative of the State his remarks are 
liable to be quoted and passed along and not al- 
ways accurately. Disagreeable as it may be, the 
average physician in the local community has to 
get his living out of the practice of medicine and 
these health examinations, while intended to 
help him, may appear at times to be working the 
other way. The successful health officer should 
take every means in his power to get the codpera- 
tion of the local profession and should make it 
very clear to them that he comes to help and not 
as a critic or a competitor. 


Dr. Frep H. ALuEN, Holyoke: Dr. Sisson sug- 
gested that it might interest you if I were to say 
a few words about Child Welfare work in Holy- 
oke. This work has been carried on for about 
21 years and is unique in some respects. A few 
practical points may be of interest. 

One point is.in regard to organization. The 
work in Holyoke is under the care of the Child 
Welfare Commission which was created by a 
special act of the State Legislature. This came 
about because of the fact that at our start the 
city financed the work entirely, and in 1919, I 
think it was, the anti-aid bill was passed which 
prevented the city from giving any money to a 
private organization for charity. Consequently, 
the Mayor and some of those interested came to 
Boston and a bill was passed through the Legis- 
lature creating a Child Welfare Commission in 
Holyoke, consisting of ‘three physicians and 
three laymen, who have functioned since that 
time. The financial problem is entirely eJimi- 
nated because our budget is furnished us each 
year entirely by the city. 

This Commission must meet each month, ap- 
prove all bills, and decide all policies of the 
child welfare work. 

One of the most important things, we have 
found, is the obtaining and keeping the confi- 
dence of the physicians. We have found that it is 
very essential not to treat the sick babies our- 
selves but to refer them back to their family 
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physicians; otherwise we cannot keep their ap- 
proval and maintain their codperation. 

Another point, which we feel is very impor- 
tant, is keeping the work free from polities. I 
think that point was in mind with the Legisla- 
ture when that Committee was created, as it 
states in the charter that no representative of 
the Commission shall receive any financial com- 
pensation. If there is no financial compensa- 
tion the poorer elass of physician is not politi- 
cally minded to obtain a place on the Commis- 
sion for the sake of the money he gets out of it. 

As proof of the practical working of this Com- 
mission I would say that the infant mortality 
in Holyoke has dropped from 150 per thousand 
in 1910 to 47 per thousand in 1930. Exactly 
what it was in 1931 I cannot say, but it was 
somewhere around 50. 

We have obtained the confidence of the 
people to such an extent that we now supervise 
over half of all the children in the city. The 
prenatal nurse reports that for the past four 
years she has lost no babies whose mothers she 
has supervised for four months before the baby 
was born. About two-thirds of all the babies 
under the care of the prenatal nurse are breast- 
fed entirely for a period of at least four months. 


Dr. Mavrice T. Briacs, Lynn: I think it 
might be interesting, inasmuch as the previous 
speaker has given the point of view of men who 
are outside of Boston in the smaller communi- 
ties, to say something about the situation in 
Lynn. 

Whether the doctors like it or not, a health or 
child conference was formed there a good many 
years ago because a wealthy philanthropist died 
and he wanted to leave some money for a mem- 
orial and left it to form this health conference. 
It has expanded in Lynn until there are five or 
six conferences a week. I do not know, but 
there may be more now because the conference 
has grown and the calls I think last year were 
about 150 at the conference each week. 

There was a paid social secretary who received 
a salary for running the clinic; there were four 
or five nurses who were in the clinie and receiv- 
ed salaries, but the physicians did not receive 
any salary at all. The physicians were expect- 
ed to give time to the clinic. The secretary felt 
that if she increased the conference every year 
10 per cent or 15 per cent or 20 per cent that 
that would be a great benefit and that her 
salary would be raised as a result of that. 

No effort was made—I do not know now be- 
cause I resigned from that clinic some five years 
ago—no effort was made up to the time I re- 
signed to do anything economically in the clinic; 
that is, I mean anybody who came could come, if 
the wealthiest family in town wished to come to 
the clinic they were welcome and the nurse was 
glad to have them. At one time, just out of 
curiosity, I counted twenty-five who came to the 


clinie and ten of them came in automobiles. 
Whether the situation has been changed I do 
not know, but am told that it has not. 

The Salem situation is a rather interesting 
one. I have charge of the clinie there and it 
is financed by a very wealthy woman who wishes 
to control it herself entirely. She also wishes 
to have it run along the lines she is interested 
in, whether the doctors like it or not, and if they 
do not wish to handle it that way, she is very 
much displeased. Dr. Bigelow and I had a dis- 
cussion on that subject at one time. 

The conference in Salem has always treated 
children with slight illnesses, along with the sick 
children, but an effort has been made to refer 
the cases back to the physicians as far as pos- 
sible. In that conference there has been a cer- 
tain amount of antagonism from the doctors and, 
as a result of that antagonism, we have been 
very careful to take nobody at the clinie who is 
not referred by a physician. When anybody 
comes, we Immediately call up the physician and | 
ask if it is a ease that should be treated at the 
conference. 

The situation at Danvers is also interesting. 
The social workers, that is, the women socially- 
minded in Danvers, decided that they needed a 
health conference and so they formed one, but 
none of the physicians—perhaps on account of 
professional jealousy—wished to take charge of 
it. So the nurse took charge of it and she has 
fed the children there. I do not know what the 
economic arrangement is, but I am told they 
take anyone who wishes to come to the elinie. 

This nurse came down and worked at the 
Salem clinic with me for a while and then went 
back and now understands the feeding of chil- 
dren. That is the way the situation is handled 
there. 

I hoped that Dr. Merriam would speak. He 
said that the situation in Framingham, where 
he runs the conference, is that he takes every- 
body who wishes to come and draws no economic 
line as to who shall come. 

The whole thing is tremendously complicated 
vy the fact that the general practitioners are 
somewhat opposed to anybody else feeding 
babies except themselves. When I first went to 
Lynn twelve years ago I found that if I fed a 
baby, or a baby was brought to my office, the 
general man felt that I was unethical in treating 
his case; he felt that the entire family belonged 
to him and that I had no right and was an inter- 
loper. On the other hand, if the grandmother 
or nurse fed the baby it was all right. At a eer- 
tain local hospital the nurse feeds the babies. I 
think it is fair to state here that in both Salem 
and Lynn Hospitals there is an economie super- 
vision of cases and only the poor are treated in 
the clinics. This is the whole problem as I see 
it. If some uniformity of economic supervision 
of the clinics could be established under the 
leadership of Dr. Stuart, Dr. Wyman, Dr. Sis- 


: 
PA 
| 
| 
| 
| 
ag 
| 
| 
| 
| 
| 
| 
| 
| 
| 
| 
| 
| 
| 
| 
| 
| 
| 
| 
| ‘ 
tee | 
| 
: 
| 
| 
| 
| 
| 
| 
| 
| 
‘ 
. 


Volume 207 M. M. S.—SECTION OF PEDIATRICS—RICHARDS 121 


Number 3 


son and Dr. Bigelow, I believe we would all be 
very glad to have it. I feel that the State should 
supervise the clinics, not run them. 


CHAIRMAN Wyman: Any further discussion, 
Dr. Morse? 


Dr. Morse: I wish simply to emphasize the 
fact that the primary object of the American 
Academy of Pediatries is to improve the health 
and welfare of the children of the country. It 
has felt that the doctors, largely on their own 
account, have failed to take the leadership which 
they should have taken in this public health 
movement. It hopes in some way to rouse the 
physicians to take their proper place. Judging 
from the discussion, the details of just how it is 
going to be done are beyond me. 


Dr. Wyman: Dr. Stuart? 


Dr. Stuart: I would like to say a word in re- 
gard to the question Dr. Bigelow raised as to 
whether there should or should not be a confer- 
ence in the community. We are not far apart 
on that point, because we are not opposed to hav- 
ing conferences held in these various communi- 
ties. Our original idea, however, was that the 
well baby conference, because of the way it has 
been run in the past, acts as a red flag to physi- 
cians and it was a question of how we should 


enter the community. We felt that if we first 


started a public health conference and then 
tried to get the doctors in the community inter- 
ested we would encounter opposition from the 
start. 

We feel very strongly that these conferences 


are desirable and if properly run are extremely 
effective and that they fit into our program per- 
fectly well. The fundamental question is in 
which way the best kind of service is rendered 
if everything else is equal, in a conference run 
by the community and manned by outside physi- 
cians or by the family physician. We feel that 
we are on perfectly firm ground when we take 
the position that if possible the child should re- 
ceive this service from his own physician. We 
do believe that a conference serves a very defi- 
nite educational purpose and we are interested 
in having it established in the community for 
that reason. 

The suggestion which Dr. Bigelow made, that 
the number of visits allowed to any one baby be 
limited, seems a very good one to try out. On 
this basis any baby in the community will be 
allowed to come to the conference for three or 
four visits. Thereafter it will be excluded from 
the conference unless it comes with a letter from 
its own physician indicating that he is not pre- 
pared to render health service to that child and 
would like to have the conference take over his 
responsibility ; or unless the family cannot afford 
to pay a moderate fee. Under those cireum- 
stances the conference should continue to pro- 
vide the service, because we have adopted the 
attitude that it should be available to every 
child. That is our primary interest. 


Wyman: We will now go on to the 
next paper, which is: ‘‘Can Fulminating 
Tracheobronehitis be Cured?’’ by Dr. Lyman 
Richards, of Boston. 


CAN FULMINATING TRACHEOBRONCHITIS BE CURED?* 


BY LYMAN RICHARDS, M.D.t+ 


N the attempt to answer such a question as 

that embodied in the title of this paper, one 
must first of all define what is meant by ful- 
minating tracheobronehitis, and secondly postu- 
late certain criteria implied by the word 
“cured’’. I shall therefore begin by present- 
ing to you the clinical picture of this dis- 
ease as we have observed it at the Children’s 
Hospital and supplementing it with a consider- 
ation of the therapeutic problems involved in 
the effort to restore the patients to normal 
health. From this standpoint, a cured patient is 
one in which, after recovery from the initial 
bronchial obstruction, no residual pulmonary in- 
fection remains, and whose respiratory tract 
has resumed its normal physiological function. 

Fulminating tracheobronchitis is an acute de- 
scending streptococcus infection of the respira- 


*From the Bronchoscopic Clinic of the Children’s Hospital. 

Read before the Section of Pediatrics at the Annual Meeting 
ef the Massachusetts Medical Society, at Boston, June 10, 1932. 

+Richards—Surgeon in Otolaryngology, Children’s Hospital. 


For record and address of author see “This Week’s Issue,’ 
151. 


tory tract characterized by a high febrile reac- 
tion, general toxemia, and an intense inflamma- 
tory change in the mucous membrane of the 
trachea, bronchi and bronchioles, the latter ac- 
companied by the formation of a sticky, gummy, 
often glue-like exudate or secretion, which par- 
tially or completely oceludes the bronchial air- 
ways. The occluding secretion may extend up- 
ward to become attached to the glottie walls 
of the larynx or downward to fill the terminal 
bronchial capillaries and hence to produce an 
interstitial bronchopneumonia. 


Symptomatically the onset of the disease is 
quite typical and characteristie. A child, most 
often between the ages of two and four, previ- 
ously in good health except for possibly a slight 
head cold, wakes up at night with the symp- 
toms of spasmodic croup. There is the usual in- 
spiratory stridor with hoarseness and often the 
barking cough which make up this well-known 
clinical picture. Foreign body in the larynx, 
always a possible diagnosis with this symp- 


» a 
| 
| 
n 


122 


M. M. S.—SECTION OF PEDIATRICS—RICHARDS 


N. E. J. of M. 
July 21, 1932 


tomatology of sudden onset, can usually be ex- 
cluded when symptoms arise after the child 
has been put to bed in perfect comfort. Clas- 
sical treatment for spasmodic croup, usually and 
naturally applied to the situation, does not re- 
lieve the obstruction, and, on a physician being 
summoned, the next natural inference is diph- 
theria, for which antitoxin is quite logically ad- 
ministered till cultures can substantiate this 
diagnosis. By this time, however, with the 
laryngeal obstruction becoming more distressing 
as manifested by increasing dyspnea with sub- 
sternal and suprasternal retraction, the physi- 
cian wisely decides on transfer to a_ hospital 
where the one and only procedure by which he 
can hope to establish a correct diagnosis is di- 
rect laryngoscopy. By this procedure, a for- 
eign body can be ruled out or removed if pres- 
ent, diphtheria can be diagnosed and its mem- 
brane eradicated by suction or forceps, or the 
obstructive crusts attached to the cords or glottie 
wall in the disease we are discussing ean like- 
wise be removed. These crusts, composed of 
dried secretion, can be seen as soon as the larynx 
is exposed to direct view. There is no bleed- 
ing on removal, and they have none of the 
other characteristics of true diphtheritie mem- 
brane. The supraglottic tissues, arytenoids and 
false cords usually show relatively little reac- 
tion of an inflammatory nature in contradis- 
tinction to the picture of laryngeal edema or 
a true streptococcus laryngitis. The dry crusts 
will likewise usually be found loosely attached 
to the walls of the subglottic tissues, from which 
they can be removed mechanically. Below this 
point the tracheal secretions are usually fluid in 
character and tend at first to remain so till com- 
ing in contact with the air in the region of the 
larynx they become dried and hence transformed 
into obstructive crusts. 


Once these crusts have been removed from 
the larynx. there is a restoration of a free air- 
way. the patient’s condition greatly improves, 
signs of urgent dyspnea disappear and one is 
tempted to think that no further difficulty will 
arise. If in addition an intubation tube is in- 
serted by direct vision into the larynx, an open 
airway is still further assured. Certain milder 
types of this infection will require no further 
treatment beyond close observation in event that 
the intubation tube is coughed up, and the forced 
administration of fluids by hypodermoclysis, 
since with an intubation tube in place many 
children refuse absolutely to take fluids by 
mouth. It is impossible to stress too strongly 
the importance of maintaining a high fluid in- 
take, since only by this means can one combat 
the further tendency in these patients for the 
tracheal secretions to become dried out and 
hence to produce further obstruction. No 
amount of the usual expectorant medications 
will take the place of this forced fluid admin- 


istration since expectorants will fail unless am- 
ple body fluids are present for excretion into 
the trachea. 


A certain group of these patients, however, 
will prove to be only temporarily relieved by 
intubation. Comfortable for a few hours only, 
these patients show all the original signs of the 
return of respiratory obstruction with the ago- 
nizing restlessness, thrashing about and tendency 
toward cyanosis. Temperature rises rapidly, 
pulse rate advances to an average of 150 and 
the respiratory rate is close to 55 or 60. We 
have now the typical picture of a full-blown 
case of fulminating tracheobronchitis. 


On first consideration one might feel that the 
site of this recurrence of obstruction again lies 
in the larynx and that the intubation tube, hav- 
ing become occluded, is no longer providing an 
adequate airway. Such, however, has not proved 
to be the ease, since on removal the tube will 
be found patent with an ample lumen. Like- 
wise, if performed at the outset instead of in-: 
tubation or if done on discovery that intuba- 
tion is inadequate, tracheotomy will meet with 
little greater success, since either procedure 
accomplishes only the same thing—relief of 
laryngeal obstruction. The fundamental fact 
is this—that the obstruction, due to ae- 
cumulated dried and erusted secretions, is now 
lower down, in the region of the lower trachea,. 
tracheal bifureation and primary bronchi, at 
which point no means designed to relieve laryn- 
geal obstruction will be of the slightest avail. 
One procedure, and only one ean be utilized 
in this urgent situation and that is bronchoscopy 
with mechanical removal of the obstructing 
masses by suction or by forceps. Failing this, 
the bronchial lumen on one or both sides will 
rapidly become obliterated, air will be unable to 
reach the periphery of the lungs, steady asphyxi- 
ation will ensue in spite of everything that can 
be done, and the patient will die a death of 
suffocation, than which there is no more ghastly 
clinical spectacle. 

Tracheotomy has, however, a secondary value 
in the event that matters reach the degree just 
described. Since a single bronchoscopy will 
never be sufficient in treating these cases, owing * 
to the tendency for the crusts to reform and re- 
accumulate, repeated bronchoscopies be 
greatly facilitated by performing them through 
a tracheotomic fistula of sufficient size to permit 
an easy introduction and passage of the bron- 
choscope. Were there repeated operations to be 
carried out through the larynx, the latter would 
in a very short time so react to the passage of 
the bronchoscope as to necessitate a tracheotomy 
for laryngeal obstruction alone. Moreover, a 
tracheotomic bronchoscopy is less distressing to 
the patient and simpler for the operator than 
when done through the larynx. Needless to say, 
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no anesthesia is required or desirable in the face 
of such acute pulmonary infection. 


From the moment when it becomes evident 
that by means of bronchoscopy an open airway 
can at least temporarily be maintained beyond 
the point at which inspissated crusts tend to ac- 
cumulate, there begins a desperate struggle to 
maintain and enhance the patient’s resistance 
sufficiently to enable him to combat the infee- 
tion. In far the greater percentage of our pa- 
tients who developed this fulminating type of 
infection, this was found to be impossible. Most 
of them lived only a few days; the infection 
spread rapidly downward; temperature, pulse 
and respiration rates all rose rapidly, and death 
ensued in spite of all measures employed. The 
use of an oxygen tent under such circumstances 
has proved useless and only large doses of mor- 
phine have been able to alleviate the sufferings 
of both the patient and parents. 


In the rare instance where success has finally 
been achieved and the patient has been carried 
along by repeated bronchoscopies and by the 
most vigorous efforts to maintain a high fluid 
intake by means of fluids by mouth, intravenous 
injections and hypodermoclyses, it has proved to 
be a most prolonged and tedious procedure. The 
temperature, pulse and respiration rate have 


remained elevated for many days and only re- |}. 


ceded in a slow and gradual fashion. Periods 
would occur in which the patient was improved 
and apparently on the road to recovery, when 
out of a clear sky, and with no warning, bron- 
chial occlusion would suddenly take place with 
a return of the typical dyspnea, again necessi- 
tating bronchoscopy. In the interim, repeated 
suction through the tracheal cannula with a 
catheter was necessary to remove the profuse pu- 
rulent secretions produced within the tracheo- 
bronchial tree. Postmortem examinations of 
sections of the bronchi have shown that these 
purulent secretions are associated with a most 
profound change in the mucosa and submucosal 
tissue of the bronchi themselves. There is an in- 
trinsic epithelial swelling with superficial ne- 
crosis of the surface, to such an extent that the 
normal bronchial lumen is tremendously reduced 
and in itself contributes greatly to the occlu- 
sion occasioned by accumulated secretions. It 
is the combination of these two factors which so 
extensively cuts down the available airway and 
produces the anoxemia which is so rapidly fatal. 

X-rays taken at the onset of this condition do 
not show much pathology other than some in- 
crease in the peribronchial markings. As the dis- 
ease progresses, films show a diffuse peribron- 
chitis with a wide distribution and simulating 
miliary tuberculosis. There is no frank consoli- 
dation such as obtains in lobar pneumonia but 
such extensive involvement may result in a con- 
dition equivalent to a generalized bronchopneu- 
monia. 


From a bacteriological standpoint, smears and 
cultures from the tracheal secretions and dried 
crusts obtained by aspiration often show a gram 
positive diplococcus, morphologically similar to 
the pneumococcus, or else a typical staphylo- 
eoecus. Cultures of deeper exudate uniformly 
show streptococcus hemolyticus, and from a 
pathological standpoint, the tissue changes seen 
in the lungs and upper respiratory track are 
quite typical of a streptococcus infection. 

The question arises as to whether there are 
any specific therapeutic measures which might 
be of use in combating this violent infection. 
Anti-streptococeus serum has been tried on too 
few occasions to warrant positive conclusions 
and the same is to be said of staphylococcus bac- 
teriophage. Transfusions are of only doubtful 
help and in the last analysis one must fall back 
on the two great clinical procedures discussed 
above, first and foremost the maintenance of a 
clear airway at all times and secondly, the in- 
troduction of the maximum amount of fluid 
which the patient can tolerate. Unless there be 
some specific antitoxin or serum for these infec- 
tions, we must rely on the hope that thus 
supported, the patient’s resistance will be a lit- 
tle greater than the virulence of the infective 
organism. 

To date none of these truly fulminating cases 
have recovered. Most of them have survived 
only a few days at most—one only lived for 57 
days, dying suddenly when apparently well on 
the road to recovery. Should future cases survive 
even beyond this limit and to the point of no 
longer needing to be hospitalized, one wonders 
what deep-seated pathological changes may still 
lurk in the lung tissue, to manifest themselves 
gradually either as multiple abscesses or as 
bronchiectatie cavities, condemning their victims 
to a life of semi-invalidism for years to come. - 

In our limited experience with these cases the 
question ‘‘Can Fulminating Tracheobronchitis 
be Cured ?’’ remains as yet unanswered. 


Discussion 


CHAIRMAN Wyman: The discussion of Dr. 
Richards’ paper will be opened by Dr. D. Camp- 
bell Smyth. 


Dr. D. CamppeLi Smytu, Boston: I enjoyed 
Dr. Richards’ dramatic moving picture very 
much. It is almost worthy of Dr. Jackson. 

It was unfortunate that he should have lost 
this very sick patient on the fifty-seventh day 
when it seemed well on the road to recovery. He 
has given us a very interesting and concise sum- 
mary on a subject about which little or nothing 
is known, and therefore has left practically noth- 
ing to add. Being connected with the Children’s 
Hospital, he probably sees more of those cases 
than I do and I am glad of it. In the last few 
years we have had the same results with the ful- 
minating type of tracheobronchitis. They have 
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all died. The futility of treatment of the condi- 
tion, the symptoms and signs of which have 
been well described by Dr. Richards, would al- 
most lead one to suspect that we are dealing 
with an overwhelming condition, with the pul- 
monary condition simply a local manifestation. 

There is one unfortunate thing and that is 
that the bacteriology of this disease has not been 
worked out satisfactorily. Dr. Richards states 
that cultures from the bronchi in his cases show- 
ed streptococcus organisms, but that the pre- 
dominant organisms found were pneumococci 
and staphylococci. 

In reading the literature we find reports of 
cases showing pure cultures of streptococcus and 
other writers report a case of pure culture of 
staphylococcus albus, ete. It is essential that 
more work be done to determine the exact organ- 
ism which causes this very severe and fatal con- 
dition. 

I think, as Dr. Richards said, our future sue- 
cessful treatment, if we are going to have any, 
lies in determining the organism and using the 
serums, vaccines, or bacteriophages as indicated 
by the organisms present. 

Now a word about tracheotomy. Tracheotomy 
should never be an operation of necessity. It 
should be one of election. Children will not re- 
act to a late tracheotomy, due to the fact that if 
it has been delayed too long the vitality has 
been too much lowered. I do not say that at the 
present time these can be saved, because none of 
us has had enough experience to settle the ques- 
tion, but early tracheotomy is of the utmost im- 
portance. 

This is exemplified by a type of condition 
which comes nearer to simulating acute fulminat- 
ing bronchitis than any other, viz., a child with 
a vegetable foreign body in the lung, as for ex- 
ample a bean. It is not an uncommon experi- 
ence for us to have a baby sent in from a neigh- 
boring state accompanied by a letter from a doe- 
tor stating that the child has inhaled a bean and 
that an attempt has been made to remove it but 
was unsuccessful, that the bean was grasped a 
number of times but slipped away from the for- 
ceps. When the child arrives at the hospital it 
is desperately ill. It usually shows marked 
dyspnea and cyanosis, marked prostration, and 
a temperature ranging from 103° to 105°. In 
such a case no attempt is made to remove the for- 
eign body. Instead, to preserve the child’s mar- 
gin of safety as much as possible, an immediate 
tracheotomy is done. Having done the tracheot- 
omy it may be our good fortune to have the 
foreign body shoot through the opening. If it 
does not it is left alone. The tracheotomy tube 
is put in place and the child is put to bed with a 
house officer in constant attendance to take care 
of any emergency in ease the foreign body comes 
up. Such a child goes through a very stormy 
period of from 4 to 7 days and suddenly coughs 


the bean up and usually gets well. Practically 
all such cases would be lost, if further attempts 
were made to remove the foreign body. In other 
words, early tracheotomy conserves the child’s 
strength as much as possible. 

I was disappointed to hear Dr. Richards’ re- 
port of four eases getting well by intubation, be- 
cause he started out to tell us about one particu- 
lar condition, namely, acute fulminating bron- 
chitis, and I hoped we would all talk about the 
same thing. I really believe, and I think Dr. 
Richards believes, that he was dealing with a 
much less severe condition in those four cases. 

I regard intubation as contraindicated in the 
fulminating type as also I regard repeated bron- 
choseopies, except through the tracheotomy 
wound because, as Dr. Richards says, subglotti¢ 
edema will develop after a few bronchoseopies 
and a tracheotomy will be required on account 
of laryngeal obstruction. Therefore, onee the 
condition is diagnosed and recognized a tracheot- 
omy should be done early before any cyanosis. 
develops if the child’s greatest margin of safe- 
ty is to be preserved. I believe most of those 
children die of either multiple atelectasis, due to 
the closing off of the smaller bronchioles, or of 
myocardial failure. 

My feeling is that all those cases should have 
antitoxin. Three or four negative smears do not 
necessarily remove diphtheria from considera- 
tion and I think it is safer to give it to them. 

Transfusions should be held in reserve and, 
when we are going to have transfusions, I think 
it is well to get the oldest donor we can in order 
to get as many antibodies as possible in the 
blood. 

Our treatment has been about the same as Dr. 
Richards’ and so far I have to report the same 
results. 


CHAIRMAN Wyman: Dr. Richards’ paper is 
now open for discussion. 


Dr. Farver, Boston: I would like to 
make a point of the etiology of this disease, be- 
cause it is not quite so confused as it appears. 
This disease is caused by streptoeoecus hemolyt- 
icus and that organism can always be obtained 
when deep cultures are made. It is not unusual 
to obtain the pneumocoeccus or staphylocoecus 
from superficial cultures from the trachea since 
those organisms are usually present. The path- 
ological changes in this disease are those of an 
uncomplicated descending streptococcus hemo- 
lyticus infection of the upper respiratory tract. 


Dr. Epwin H. Puace: I appreciate this pres- 
entation, I enjoyed seeing the picture and I am 
very sorry that such wonderful work was 
finally lost, particularly as the reason for the 
failure is not known. I would consider from the 
facts that Dr. Richards has given, that he real- 
ly did cure one of these cases. 

We have much the same results with the ful- 
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minating type, and if you ask whether it can be 
cured I will say that with this type it cannot be. 


The milder cases can be cured by the methods. 


he has used. In older children and in adults, 
even in quite old adults, you will find, once in a 
while, a tracheal obstruction of this progressive 
type, involving the whole trachea and usually 
not the bronehi, with this very peculiar secre- 
tion, as Dr. Richards deseribed it, like glue, 
which sticks to your instruments so that you can- 
not get it off. You have to rid them of it by 
washing and it will stick to any instrument that 
you put down the trachea. 

These older patients are not fulminating; 
they have an obstruction just as these younger 
children do, but they are very easily relieved and 
they always get well in our clinic. The first one 
I saw was a girl not more than twenty-two vears 
old. She had a secretion of this type below the 
larynx and almost complete dyspnea. When 
this was removed, she had immediate relief. The 
crust recurred and when it was removed there 
was no further trouble. In some eases the crusts 
extended from the larynx down through the 
trachea and into the bronchi, from which relief 
was readily secured mechanically and in which 
there was no overwhelming infection such as 
occurred in the children. Those cases always 
eet well. 

In the older cases, in addition to the treat- 
ment Dr. Richards used, we found a great deal 
of relief by swabbing the trachea with oil prep- 
arations. We used oil of sweet almonds with a 
small amount of menthol and euealyptol. After 
you have removed the crusts, if you swab the 
trachea, it tends to prevent the. forming of the 
crusts and alleviates the coughing, and it has 
proved of great value. 


I think the point you made, Dr. Richards, of 


causing trauma is important. You have to re- 
move the obstruction to the breathing or the pa- 
tient will die, and in doing so, no matter how 
skillfully, it adds to the damage and possibly is 
a cause of infection. I know of no other way of 
getting rid of the obstruction except mechani- 
cally. 


Dr. JostaH Quincy, West Roxbury: I want 
to congratulate Dr. Richards on the immense 
amount of work required in this case. <A rup- 
tured appendix is really nothing compared with 
the emergency encountered in these cases. It 
means that any time, night or day, you may be 
called in to remove these mechanically obstruct- 
ing crusts. I want to congratulate Dr. Rich- 
ards on the case which he presented, and which 
he presumably had cured. These cases previous- 
ly have not had a chance of recovery. I am 
very sorry he lost this one. 


Report OF THE NOMINATING COMMITTEE 


The Chairman during the session appointed 
the following Nominating Committee: Dr. 
Barron, Dr. Perey, Dr. Baty. 

The Committee retired and returned with the 
following nominations : 

For Chairman, Dr. Edward S. O’Keefe, of 
Lynn. 

For Secretary, Dr. Joseph Garland, of Boston. 

Upon motion duly made and seconded, it was 


Voted to accept said report and instruct the 
Secretary to cast one ballot for said nominees. 


The Secretary having cast a ballot as directed, 
the Chairman declared Drs. O’Keefe and Gar- 
land elected to their respective offices for the en- 
suing year. 

Adjourned. 
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ACUTE INTRASPINAL EPIDURAL ABSCESS* 


BY WILLIAM JASON MIXTER, M.D.,t AND REGINALD H. SMITHWICK, M.D.t 


HE subject of intraspinal epidural abscess, 
also called suppurative perimeningitis or 
peripachymeningitis, is an interesting one and, 
notwithstanding the comparative rarity of the 
disease, an important one. Such abscesses have 
been recognized for a good many years, one of 
the earliest reports of the disease being made by 
Traube in 1871. In many instances they have 
been discovered at autopsy. The progress of the 
disease is rapid and the prognosis very grave. 
These alone would make such a ease a serious 
problem, aside from the fact that the diagnosis 
is seldom made until fairly late in the disease. 
Taken all together the inflammatory lesions 
of the epidural space make up quite a group of 
eases, particularly if we include tuberculosis 
and the epidural granulomata of pyogenic 
origin. The granulomata are closely akin to 
abscess but the result of subacute or chronic 
infection and our cases have been reported re- 
cently in another paper’. Probably the major- 
ity of epidural abscesses are of neighborhood 
origin being secondary to osteomyelitis of the 
vertebral column, but there is a slightly smaller 
group where there is no bone involvement 
demonstrable. This latter group is the most in- 
teresting and cases falling into it may form a 
difficult diagnostic problem. 

The infectious agent is most often staphyl- 
ocoecus aureus, though staphylococcus albus 
and other organisms may occasionally be found. 
The infection is borne in the blood stream and 
is frequently secondary to furunculosis, boils, 
earbuncles, or other superficial infections. An- 
other common cause is infection of the nasal 
sinuses while in a third group no original focus 
can be demonstrated. 

The abscess itself is peculiar in that it almost 
invariably lies posterior to the cord except 
where it is secondary to disease of the vertebral 
bodies. This is due to the fact that the dorsal 
epidural space is loose and open whereas the 


’ ventral dura is firmly adherent to the vertebral 


bodies. Owing to the loose meshwork of tissue 
in the dorsal epidural space the abscess spreads 
up and down with great rapidity. In our most 
recent case it extended from the fourth cer- 
vical vertebra to the sacrum. In two of our 
cases, the abscess was situated anterior to the 

*Read at the Annual Meeting of the New England Surgical 
Society, Portland, Maine, September 11, 1931. 


From the Surgical Services, Massachusetts General Hospital, 
Boston, Massachusetts. 


+Mixter—Visiting Surgeon, Massachusetts General Hospital. 
Smithwick—Assistant Surgeon to Outpatients, Massachusetts 
General Hospital. For records and addresses of authors see 
“This Week’s Issue,’’ page 151. 


dura, and in both of these there was an asso- 
ciated osteomyelitis of the vertebral bodies. In 
both eases the abscess perforated the dura, re- 
sulting in a secondary acute meningitis. This. 
should be emphasized, because in the other eight 
cases with abscess cavities in the dorsal epidural 
space, secondary meningitis did not occur. It is 
apparently more difficult for an anteriorly sit- 
uated abscess to spread up and down the an- 
terior epidural space than to penetrate the 
subarachnoid space. Of four cases with asso- 
ciated infection of the vertebrae, the abscess 
cavity was located anterior to the dura in two. . 
Henee, early recognition and drainage of epi- 
dural abscess secondary to osteomyelitis of 
vertebrae is particularly important because the 
abscess is very apt to be situated anteriorly and 
be complicated by meningitis. 

Of course the spinal subarachnoid space and 
the spinal cord are compressed by such an ab- 
seess but the extent and severity of the myelitis 
caused is out of all proportion to the amount 
of compression. Hassin demonstrated this in 
a case which he reported in 1928°. It had also 
been noted by Ayer and Viets*. When ex- 
posed at autopsy these cords are not badly com- 
pressed but on section they show marked soften- 
ing. The dura is very resistant to infection 
and is seldom perforated which makes this ex- 
treme softening difficult of explanation. Hassin 
believes that substances from the epidural space 
may travel in along the spinal roots and we be- 
lieve ‘that his theory is sound. We know that 
infections may travel in the peripheral nerves 
at times and we also know that in tetanus the 
toxins may travel upward to the cord in almost 
unbelievable fashion. 


The material which has caused us to make 
this communication is as follows: 

Five cases of acute metastatic epidural abscess 
operated on by us—the first of which has already 
been reported by one of us‘—and five cases of 
acute epidural abscess associated with adjacent 
osteomyelitis. Operation was performed in two 
of these eases, the other three being moribund 
when seen. One of the unoperated cases has al- 
ready been reported by Ayer and Viets* and 
is included in this series with their permission. 


Five of these cases were seen in private prac- 
tice and five are from the records of the Massa- 
chusetts General Hospital. Thus we have ten 
cases from which we may make certain generali- 
zations. A brief summary of the cases is given 
in Table I. 
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Number 3 
TABLE I 
Case Sex Duration Probable Site Osteomy- Men- Organ- Opera- Result 
and of Primary of elitis of ingi- ism tion 


Age Symptoms Focus Abscess Vertebra tis 
di: M. 43 3 wks. Breast Posterior Yes No Staph. No Died 
abscess to dura (rib) albus 
M. 17 16 dys. Furunculosis No No Yes 
face 
a M. 34 34 wks. Mastoiditis Anterior. Yes Yes No - 
to dura 
4. M. 41 4 wks. Periesopha- es Yes Yes Yes e 
geal abscess 
5. M. 36 6 wks. Unknown Posterior Yes No Staph. Yes e 
to dura aureus 
6 F. 14 5 dys. Septie toe - No No es Yes Complete 
recovery 
7 F. 17 2 wks. Furunculosis ee No No No Yes Complete 
face growth recovery 
8. M. 16 10 dys. Unknown es No No Staph. Yes Died 
aureus 
9 M. 27 — Unknown Yes No ve Yes ss 
10. M. 17 3 wks. Septic No No Staph. Yes Survived with 
blister aureus residual palsy 


A detailed description of the cases follows: 


Case 1. Male, aged 43. 

This case is a patient of Doctors Ayer and Viets 
and is reported with their permission3. 

Abscess of right breast following a nail scratch, 
duration two weeks. Seven days later pleurisy 
pains in lower back with temperature of 102-104°. Two 
weeks later unable to void and pain in legs, fol- 
lowed rapidly by paralysis and incontinence of urine 
and feces. Lumbar puncture, 4 c.c. of yellow clear 
fluid, no pressure, coagulates on standing, 1 cell, 
proteids three plus, sterile. Negative Wassermann. 

Autopsy seven days later showed an area of 
granulation tissue 10 cms. about right nipple. Ne- 
crotic paravertebral lymph glands were present at 
about fifth dorsal level, there was free pus in the 
muscles of back which had extended inside the spinal 
canal where there was an epidural abscess under- 
lying the fifth, sixth and seventh laminae, 10 cms. 
in extent. Culture: staphylococcus albus. Autopsy 
showed changes in the cord on microscopic section, 
most noticeable in white matter. 


Case 2. Male, aged 17. H. Private File No. 1,574. 
February, 1916. 

This case referred by Dr. Shaw of Newburyport. 

Marked furunculosis of the face. Pain in left 
shoulder, and left side of chest, level of fifth rib, 
of sixteen days’ duration. Worse on respiration. Sore 
throat. Retention of urine of five days’ duration and 
stiffness of legs of four days’ duration. Headache 
and stiff neck followed shortly by spastic paraple- 
gia. Temperature 105°, white blood count 30,000, 
pulse 118. Zone of hyperesthesia, seventh to ninth 
dorsal with complete anesthesia and paralysis below 
this level. Lumbar puncture, clear, slightly yellow 
fluid, normal pressure, coagulates on standing. Rare 
cell, proteids three plus. 

Operation: Laminectomy, third to sixth dorsal. 
Abscess cavity, epidural, running from third dorsal 
to first lumbar, containing creamy pus. Rubber 
tissue drain. Culture: staphylococcus albus. Death 
a few hours later. No autopsy allowed. 


Cask 3. Male, aged 34. J. S. Mass. Gen. Hosp. 
No. 281,221. December, 1930. 


Pain in left shoulder and back and stiffness of 
neck of three and a half weeks’ duration. Five days 
before onset of pain he had had a right simple 
mastoid operation under ether anesthesia. Sev- 
eral days after onset of the pain in right shoulder, 
a similar pain appeared in left shoulder. For ten 
days the patient has been unable to move his left 
arm although the hand is not anesthetic. 

Physical examination was not remarkable except 
for local tenderness over upper dorsal spine and in- 
ability of patient to move his left arm. Passive 
movement of the left arm was very painful which 
may in part explain the lack of voluntary motion. 
Reflexes negative. Temperature 99 degrees by 
mouth. White blood count 16,000. Urine normal. 
X-ray of the spine showed a marked deformity of the 
sixth dorsal vertebra. Lumbar puncture showed 
the cerebrospinal fluid to be slightly yellow and 
turbid. Initial pressure 545. Slow rise and fall on 
jugular compression. After withdrawal of 5 c.c. 
the pressure fell to 385; after 10 c.c., pressure 0. 
Cells—r.b.c. 23, w.b.c. 2250, 90% polymorphonuclear 
leucocytes. Total protein 1200. Culture: staphyl- 
ococcus albus. 

Two days after admission the patient became 
unconscious, temperature rose to 104 degrees by rec- 
tum and he died three days after admission. 

Autopsy showed acute osteomyelitis of sixth dor- 
sal vertebra, intraspinal epidural abscess with per- 
foration of dura and secondary acute cerebrospinal 
meningitis. 


CasE 4. Male, aged 41. J. L. Mass. Gen. Hosp. 
No. 306,797. 

Substernal pain and difficulty in swallowing. This 
followed shortly after a meal. He went to his fam- 
ily physician who passed a large tube down into his 
stomach. This was followed by partial relief for a 
few hours. The symptoms increased until six days 
later when an incision was made in left side of 
neck and an abscess containing three ounces of foul 
pus was evacuated. This abscess was anterior to 
the spinal column at the level of sixth cervical ver- 
tebra. It was presumably due to perforation of the 
esophagus by a foreign body. 

Four weeks later, while the wound in neck was 
still draining pain appeared back of the incision in 
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the region of the fourth dorsal vertebra and radiated 
down both arms. This gradually increased in severi- 
ty and, about two months after the original injury 
to the esophagus, the patient entered the hospital 
for study. 

He ran a low-grade temperature and blood count 
for one week after entry. X-rays revealed a mass 
at the level of the sixth cervical vertebra displacing 
the trachea forward. No abnormality of the ver- 
tebrae themselves was visible, but osteomyelitis of 
the cervical spine was presumed. No localizing neu- 
rological signs appeared until ten days after entry. 
Lumbar punctures on the seventh and eighth days 
after entry showed a slightly cloudy fluid with nor- 
mal dynamics, five to fifteen thousand white blood 
cells, 80%-90% polymorphonuclears, total protein of 
about 500. No growth from cultures. 

On the tenth day after entry, a complete block de- 
veloped. Cell count of spinal fluid remained about 
the same, protein (total) rose to 708. The patient’s 
temperature rose to 104° by rectum and white blood 
count to 20,000. 

There was slight blurring of the optic discs and 
a marked Kernig’s sign en both sides. No sensory 
level, no paralysis. Reflexes in the upper extremi- 
ties were present and sluggish, in lower extremities 
equal and lively. 

Exploratory laminectomy from fifth cervical to sec- 
ond dorsal vertebrae with extradural exploration of 
spinal canal revealed nothing abnormal. 

He died three days later and an autopsy revealed 
a perforation of the esophagus, periesophageal ab- 
scess, osteomyelitis of the cervical vertebrae with 
extension to the dura and epidural space anteriorly 
and through the dura to cerebrospinal space with 
purulent meningitis and myelitis. Culture: staphyl- 
ococcus albus. 


Case 5. Male, aged 36. A. K. Mass. Gen. Hosp. 
No. 278,144. August, 1926. 

Pain under left costal margin of six weeks’ dura- 
tion, followed in a day by pain under right costal 
margin. This was followed by pain in back between 
the shoulders, quite severe and constant, of one 
month’s duration. This was suddenly followed by 
paralysis of the legs associated with anesthesia to 
level of the hips. This level rose rapidly in a few 
hours to the nipple line. Physical examination 
showed marked jaundice. Tenderness over dorsal 
spine. One decayed tooth. 

X-ray of the fourth and fifth dorsal vertebrae in- 
distinct. There was a soft tissue shadow to right 
of spine extending from the second to sixth dorsal. 
White blood count 16,650. Icteric index 50. Urine— 
bile two plus. Blood culture—staphylococcus aureus. 
Spinal fluid, clear, yellow, initial pressure 50 m.m. 
No rise on jugular compression. Cells 12 (lympho- 
cytes) Ammonium sulphate+. Alcohol ++. 

Operation: Laminectomy, third and fourth dor- 
sal. Pus in muscles of back and in epidural space. 
Dakin’s tubes placed. Wound closed loosely. Cul- 
ture: staphylococcus aureus. 

Patient died in 48 hours. 

Autopsy showed osteomyelitis of fifth dorsal ver- 
tebra, dural abscess, compression, purulent infiltra- 
tion of the muscles of back with extension into the 
right pleural cavity, myelitis, septicemia (staphylo- 
coccus aureus), acute pericarditis, acute and chronic 
pleuritis. 


CasE 6. Female, aged 14. E. M. Mass. Gen. Hosp. 
No. 307,480. July, 1930. 

Three weeks ago the patient cut her right first toe 
on a rock on the beach. The toe became sore and 
tender and the wound did not heal for about twelve 
days. Six days ago she felt feverish, ill, and devel- 


oped a slight cough. Five days ago, pain in upper 


portion of back, no radiation. Temperature 104 de- 
grees. For past two days her neck has been sore 
and stiff, she has been unable to void and bowels 
were -very costive. Today her legs are very weak 
and she is unable to stand. 

Positive physical findings: Marked weakness of 
muscles of right thigh, loss of reflexes of that leg 
and disturbance of bladder and rectal function as 
well as some stiffness of neck, rigidity of spine, 
hyperesthesia of mid-dorsal spine and bilateral Ker- 
nig. Temperature 102.6° by rectum. Pulse 176. 
Respirations 30. White blood count 16,000. Urine 
negative. Tap in third lumbar space; bloody pus 
obtained before reaching dura. Operation: Laminec- 
tomy seventh to tenth dorsal. Much pus in muscles 
of the back outside of the laminae on both sides. 
The spinous processes were removed. The epidural 
fat was hard and tense with small droplets of pus 
exuding from it. Fat was opened and an abscess 
cavity running up and down within the spinal canal 
and compressing the dura was found. Dura involved 
only by compression. Catheter passed upward two 
inches above limits of laminectomy and four inches 
below, and left in place. Muscles closed loosely and 
skin with silk. Culture: staphylococcus aureus. 
Patient made a stormy but complete recovery and 
is well without symptoms twenty-one months after. 
operation. 


Cask 7. Female, aged 17. 
August, 1930. 


Case referred by Dr. F. F. Celce of Holyoke. 


Pain in the back between the shoulder blades for 
two weeks. Otherwise well and healthy except for 
furuncles of face which are quite chronic. The pain 
was temporarily relieved by strapping her back with 
adhesive plaster but it recurred about ten days after 
onset. Patient was up and about until four days later 
when she awakened in the morning to find herself 
totally anesthetic from the nipple line down with 
motor paralysis over same area, retention of urine 
and incontinence of feces. She was seen by several 
doctors. Lumbar puncture revealed a clear fluid 
with a complete block. 


She was seen by one of us, one week after the 
onset of anesthesia and paralysis, in consultation 
with Dr. Celce of Holyoke, Massachusetts. Exam- 
ination revealed complete anesthesia from the 
twelfth dorsal level down, with motor paralysis and 
absent reflexes below this level. In this case the 
sensory level had moved from about the fourth 
dorsal to the twelfth dorsal during a week, presuma- 
dDly due to extension of the pus up and down the 
dorsal epidural space with partial relief of compres- 
sion. A lumbar puncture showed a clear fluid under 
normal pressure with a partial block. Patient had 
a slight afternoon temperature, with slight elevation 
of white blood count. 


Operation: A laminectomy was performed, and an 
abscess cavity lying under the laminae of third, 
fourth and fifth dorsal was exposed. It contained 
thick pus under tension. The dura was thickened 
but otherwise normal. The wound was closed loose- 
ly about rubber drains. Culture of the pus showed 
no growth. Guinea pig inoculation revealed no ev- 
idence of tuberculosis. She made an uneventful com- 
plete recovery and is well eighteen months after 
operation. 


D. O. Priv. File No. 9,408. 


CaAsE 8. Male, aged 16. J. S., Jr. 
No. 310,761. December, 1930. 
Moderately severe pain in lumbar back, of ten 
days’ duration, slight headache, dizziness. 'Temper- 
ature 102°. 
Eight days ago he was given osteopathic manipu- 
lation followed by increase of symptoms. Seen by 


Mass. Gen. Hosp. 
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his family physician who found him standing, hold- 
ing on to the back of a chair. He had a stiff neck 
and opisthotonos, partial foot drop, absent knee jerks, 
ankle jerk ++, Babinski ++, absent clonus, bilat- 
eral Kernig’s sign present. 

Seven days previously his temperature reached 
103 degrees. Lumbar puncture was performed and 
6 c.c. of clear fluid obtained. It contained 32 lymph- 
ocytes and the sugar was increased. He was given 
60 c.c. convalescent poliomyelitis serum. He was 
taken to the Greenfield Hospital where a diagnosis 
of transverse myelitis was made. He was then 
transferred to the Massachusetts General Hospital. 

A sensory level was demonstrated at the fourth 
lumbar level with paralysis of both legs. Ankle 
jerks absent, knee jerks and clonus absent. Pos- 
itive Kernig’s sign. Incontinence of urine and feces, 
stiff neck. There was a decubitus over the sacrum. 
One day ‘before entrance he noticed numbness on 
the ulnar side of the right hand and forearm. He 
had had no recent infection of throat, abscess, fur- 
uncle, ete. 

When seen by us his temperature was 104 by rec- 
tum, pulse 120, respirations 30. White blood count 
16,350. Urine negative. There was anesthesia from 
the umbilicus down with a band of hyperesthesia 
four inches wide above. He showed motor paralysis 
with loss of reflexes below the umbilicus. 

Operation: A laminectomy was done extending 
from the ninth dorsal to the second lumbar. An ab- 
secess cavity was opened running from the seventh 
dorsal to the second lumbar vertebra. The abscess 
was entirely posterior to the dura. A catheter was 
inserted into the abscess cavity and the wound 
closed loosely about a Miller wick. Culture: staphyl- 
ococcus aureus. 

He ran a septic temperature for three weeks after 
operation. There was no return of sensation or 
motor function and no increase in paralysis. 

This patient developed large bed sores with mixed 
infection including B. Welchii, then a pyelitis, then 
bronchopneumonia and died two months after oper- 
ation. No autopsy was allowed. 


Cask 9. Male, aged 27. J. M. Priv. File No. 9,619. 
January, 1931. 


Patient seen in consultation with Dr. F. J. Cotton 
of Boston. 


Osteomyelitis of the tibia twelve years ago. He 
has had numerous operations on the leg since that 
time and finally, several months ago, developed a 
metastatic abscess of the fourth rib on the right. 
This was operated on but the process extended, final- 
ly involving the vertebrae with evident compression 
of the spinal cord as shown by complete paralysis, 
motor and sensory, below that level. A laminec- 
tomy was performed by Dr. F. J. Cotton, the laminae 
of the fourth and fifth vertebrae being removed and 
a good-sized extra-dural intraspinal abscess found 
at this level. The laminae were definitely involved 
as were the bodies of the vertebrae. The wound was 


- only partially closed and drainage was instituted. 


Notwithstanding this operation the progress of 
the case was steadily downhill and he died some 
weeks after the laminectomy. Numerous cultures 
were taken from the various areas of osteomyelitis 
at different times and always showed staphylococcus 
aureus. At no time did he show any evidence of 
meningitis. 


CasE 10. Male, aged 17. T. C. Priv. File No. 9,871. 
July, 1931. 


Patient seen in consultation with Dr. George Morse 
at the Brooks Hospital. Six weeks ago the patient 
developed a septic blister on the hand from rowing. 
This was followed shortly by a carbuncle of the face. 
Three weeks ago, pain developed in one flank and 


patient was put to bed with a tentative diagnosis of 
perinephric abscess. A definite swelling appeared in 
the lumbar region. Ten days ago a lumbar punc- 
ture was attempted and pus obtained before the 
canal was reached. Drainage of the abscess re- 
vealed pus beneath the deep muscles of back lying 
on laminae with extension between laminae to neural 
canal. Several days ago there was a gradual onset 
of paralysis, first the left leg, then the right leg 
and then bladder and rectum. A sensory level then 
appeared which rose rapidly to the second dorsal 
level. Temperature, pulse and respirations rose 
and his general condition became much worse. 

Examination revealed a level of hyperesthesia at 
the second dorsal with numbness in fifth fingers of 
both hands, tenderness the entire length of spine 
and a stiff neck. There was complete absence of 
reflexes below the second dorsal with almost com- 
plete motor paralysis of both arms and legs. 

Operation: Revealed an intraspinal epidural ab- 
scess posterior to cord, extending from the sacrum 
to the fifth cervical. A double laminectomy was per- 
formed, the upper being at the second dorsal to 
fourth dorsal inclusive, and the lower the third to 
the fifth lumbar inclusive. Dakin’s tubes were passed 
up and down the epidural space between the two 
operative fields and left in place for drainage. Cul- 
ture: staphylococcus aureus. 


The patient made a slow, stormy convalescence 
which was complicated by a septic knee joint which 
was drained two weeks after the laminectomy by 
Dr. Morse. 


The patient has now returned to his home. He 
reports that his condition is improving and that he 
is beginning to use his limbs. He still has a drain- 
ing sinus in the lumbar region. 


The onset of the disease is usually rapid but 
there is little to point to the correct diagnosis 
until the paralysis begins to appear. History, 
of course, is important as it may suggest the 
original foeus of infection. This was so in seven 
of our cases. Such a history, however, is only 
suggestive for it is often met with in other le- 
sions such as metastatic perinephritic abscess 
with which this disease may be easily confused. 
Malaise, pain in the back, neck and head, eleva- 
tion of temperature and high white count. may 
be the sum total of the early signs and symp- 
toms. The next development is more localized 
pain in the back and neck with pain on motion 
and occasionally tenderness on percussion of the 
spine. Girdle pain may show itself next and 
finally weakness of and pain in the legs and dif- 
ficulty of urination and defecation. Disturbance 
of sensation may also appear at this time. The 
one sign that is most suggestive of abscess if it 
is present, is a definitely rising level of girdle 
pain or of sensory disturbance associated with 
the foregoing picture. Such a rising level is 
most unusual in association with inflammatory 
disease except in acute ascending myelitis. The 
latter can usually be ruled out by the pres- 
ence of symptoms referable to the vertebral col- 
umn and roots, such as root pain, pain on mo- 
tion and on percussion and apparent stiffness 
of the back and neck. Meningitis can be ruled 
out by the absence of evidence of real spasm 
of the neck and by the orderly progression of 
signs from below upward. It is frequently diffi- 
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cult to differentiate infantile paralysis from ab- 
scess but the presence or absence of sensory dis- 
turbance will usually tell the story. One must 
be careful, however, not to mistake the muscle 
tenderness of infantile paralysis for increased 
skin sensibility. 

Roentgenological examination is of little or 
no value except in the cases where osteomyelitis 
has been present for some time. The use of 
lumbar puncture in this disease is open to ques- 
tion and if performed at all it should be done 
only with the greatest care. The danger of in- 
fecting a clean subarachnoid space by carrying 
pus into it with the needle must always be 
borne in mind. If lumbar puncture is per- 
formed it may well confirm a tentative diagno- 
sis. Pus from the epidural space or evidence 
of block in the lumbar fluid are definite indica- 
tions of epidural abscess. 

There are no typical changes in the spinal 
fluid obtained by lumbar puncture in this dis- 
ease. The color may be normal or yellow, or 
it may be cloudy or clear. There may be 
normal dynamics, a partial or a complete 
block. The cellular changes may be very 
slight or marked. The total protein is apt to 
be distinctly elevated even though the cell count 
may be within normal limits. One may at times 
have a complete block with a sterile fluid be- 
low, and a purulent meningitis above. This may 
be the case when the abscess is anterior to the 
dura. One may have a complete block and find 
a few days later that it has disappeared be- 
cause the abscess has extended up and down 
the dorsal epidural space relieving the local 
spinal cord compression. Hence, lumbar punc- 
ture may be misleading at times, and distinctly 
dangerous, but if done carefully it furnishes 
valuable evidence when correlated with other 
findings. 

Treatment consists in laminectomy and drain- 
age. Three or four laminae should be removed 
somewhere near the middle of the supposed ab- 
seess cavity, though in rare instances it may 
be advisable to Jo a double laminectomy as was 
the case in patient No. 10 who had an abscess 
extending from the cervical region to the 
sacrum. We have found that small rubber 
catheters or Dakin’s tubes make the best drains 
and believe that they should be run up and 
down within the spinal canal to the top and 
bottom of the abscess cavity. The operation is 
always a bloody one for the vessels of the spinal 
column and in the muscles of the back are mark- 
edly engorged as they are about any abscess 
cavity. A laminectomy is never a dry opera- 
tion and in this disease the oozing of blood is 
little short of appalling. Pus is sometimes en- 
countered in the muscles of the back from ex- 
tension between the laminae or if not, there may 
be much edema of the connective tissue, between 
the muscles. When the laminae are removed 
the epidural fat is hard and red and bleeds at 


tion. 


the slightest touch. At the first attempt to strip 
the fat away from the dura, the abscess cavity 
is opened and thick pus under pressure wells 
out. Occasionally the process shows some of 
the characteristics of epidural granuloma in 
that the epidural fat is hard and porky and 
encloses multiple smaller abscesses. Such a 
process is much more circumscribed than the 
single frank abscess. 

The mortality of this disease is high. Of our 
ten cases the total mortality was 70%. All of 
the unoperated cases—three in number—died. 
Of the seven operated cases, three have sur- 
vived. One, No. 6, a very early case in which 
the abscess had risen only to the ninth dorsal 
level, is living and well with no residual palsies 
twenty-one months after operation. The second, 
No. 7, a case with an abscess of moderate size 
in the upper dorsal region, is living and well 
without symptoms, eighteen months after oper- 
ation. The third, No. 10, a boy with a very 
large abscess, is living nine months after opera- . 
He still shows extensive paralysis and 
has a draining sinus in the lumbar region. 


In conclusion we wish to emphasize certain 
points. This disease is a definite clinical entity 
and is common enough to warrant watching 
for it. 

It is a serious disease with high mortality if 
left untreated. 

The abscess is most frequently found posteri- 
orly situated. If anterior, meningitis is a fre- 
quent complication. 

The infectious agent most frequently found is 
staphylococcus aureus or albus. 

Such an abscess may be secondary to almost 
any acute infection or to osteomyelitis of neigh- 
boring bones. 

The damage to the spinal cord may be out 
of all proportion to the amount of compression. 

If lumbar puncture is performed it should be 
done with the greatest possible caution. 

The diagnosis is difficult at times, particularly 
in the early stages, but it is only by recognizing 
it early and instituting drainage that we can 
hope to save any of these patients. 

No attempt has been made to review the lit- 
erature of this subject. 
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DIscussION 


Dr. Rosert Osaoop, Boston, Mass.: I should 
like to open the discussion by saying I know 
nothing about the condition at all, Mr. Presi- 
dent. I am sorry. 
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Dr. F. B. Lunp, Boston, Mass.: A man of 
about fifty had a son of about twenty with 
whom he had a wrestling match and the son 
threw the father and it was two days before 
I saw him. I was called to see him about seven 
o’clock on Saturday evening and was going to 
New York that night. He had a temperature of 
over 102°, an awful pain in the back of his 
neck, and pain and stiffness of the muscles and 
paralysis. I told him to get a neurologist and 
I took the train to New York and they got 
the late Dr. Joseph Courtney. On Monday 
night when I got back, the man was dead. We 
had an autopsy and opened the lamina and pus 
came out, and that pus extended at least five 
or six inehes each way. I don’t know what 
that man had in the way of history of previous 
infection, but that was certainly one of these 
cases such as Dr. Mixter has described, and I 
think he is to be congratulated on having seen 
and recognized them, because they are difficult. 

Another case came under my observation. 
This was a man who had an operation of the 
tibia for osteomyelitis in his youth. I don’t 
believe it belongs to this classification exactly, 
but it is related to it. He got over that and 
had a large ecarbunele on the back of his neck, of 
which an extensive scar was in evidence when 
he came to me. He consulted me for varicose 
veins, and I am ashamed to say that I didn’t 
discover anything but the varicose veins. I op- 
erated on them followed by healing. 

I noticed afterward when he came into the 
office that he had spasm of both legs and could 
hardly walk, and he said my operation hadn’t 
done any good, and it didn’t seem to me that it 
had. I sent him to Dr. E. W. Taylor, the neurol- 
ogist, and he made a diagnosis of a possible tu- 
mor of the upper dorsal cord. I performed a 
laminectomy and found the dura thick and ad- 
herent to the cord, so when it was split open no 
spinal fluid escaped. Under those circumstances 
I thought I wouldn’t sew it together and left it 
open. The pressure on the cord from which 
he was evidently suffering was relieved. The 
operation consisted in the removal of the lower 
cervical and two upper dorsal laminae, leaving 
a wide opening of two or three inches in length. 
He got well and was well for several years. 
Lately he returned with a little more spasm, but 
it didn’t seem very serious. I wondered whether 
the thickening of the dura was an old infection 


which was in some way connected with his car- 
buncle. 


Dr. H. Bertram LAMBERT, Bridgeport, Conn. : 
May I ask if the use of a sacral puncture needle 
might aid early diagnosis of these cases and if 
the use of sacral anesthesia might not be a source 
or cause of infection? 


Dr. W. J. Mrxter: Dr. Lambert, I doubt 
if sacral anesthesia causes this thing very often. 
Of course, there have been two or three acci- 
dents with sacral anesthesia, but I think they 
have been usually from puncture of the meninges 
and resulted in meningitis. 

In some of these cases the infection runs well 
down into the sacrum and I should be a little 
bit afraid of even a sacral puncture where the 
symptomatology would lead one to think that it 
was well up in the dorsal region. I think the 
lumbar puncture is safe there in the face of a 
positive Babinski’s sign, but I leave lumbar 
puncture out of the case as a rule. 

It might be of interest to state that the first 
six or seven cases we operated on were found 
by accident in simply operating for some un- 
known inflammatory condition of the spinal 
meninges. 

The last four cases have been at least tenta- 
tively correctly diagnosed before operation. One 
was an accidental finding of the house officer 
who did a lumbar puncture and got pure pus, 
without getting the needle through into the 
right space, for which I was thankful. The 
others were properly diagnosed without the use 
of lumbar puncture. 

In one case we made a diagnosis of abscess 
and the lumbar puncture was performed and 
there was no abscess. The patient died appar- 
ently of ascending myelitis, and lumbar pune- 
ture would have been good in that case as rul- 
ing out a bad operation. 

Dr. Lund has brought up a very interesting 
point, the question of trauma. In the eases of 
frank abscess we have not met with trauma as 
a cause or as a contributing cause, but in the 
cases of epidural granuloma, which are, of 
course, very closely akin, several times we have 
met with trauma as a contributing cause. Usu- 
ally we have trauma a week or two before the 
lesion shows itself frankly. 

I should think that probably the other case 
you spoke of would represent a chroni¢ pachy- 
meningitis. 
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cult to differentiate infantile paralysis from ab- 
scess but the presence or absence of sensory dis- 
turbance will usually tell the story. One must 
be careful, however, not to mistake the muscle 
tenderness of infantile paralysis for increased 
skin sensibility. 

Roentgenological examination is of little or 
no value except in the cases where osteomyelitis 
has been present for some time. The use of 
lumbar puncture in this disease is open to ques- 
tion and if performed at all it should be done 
only with the greatest care. The danger of in- 
fecting a clean subarachnoid space by carrying 
pus into it with the needle must always be 
borne in mind. If lumbar is per- 
formed it may well confirm a tentative diagno- 
sis. Pus from the epidural space or evidence 
of block in the lumbar fluid are definite indica- 
tions of epidural abscess. 

There are no typical changes in the spinal 
fluid obtained by lumbar puncture in this dis- 
ease. The color may be normal or yellow, or 
it may be cloudy or clear. There may be 
normal dynamics, a partial or a complete 
block. The cellular changes may be very 
slight or marked. The total protein is apt to 
be distinctly elevated even though the cell count 
may be within normal limits. One may at times 
have a complete block with a sterile fluid be- 
low, and a purulent meningitis above. This may 
be the case when the abscess is anterior to the 
dura. One may have a complete block and find 
a few days later that it has disappeared be- 
cause the abscess has extended up and down 
the dorsal epidural space relieving the local 
spinal cord compression. Hence, lumbar pune- 
ture may be misleading at times, and distinctly 
dangerous, but if done carefully it furnishes 
valuable evidence when correlated with other 
findings. 

Treatment consists in laminectomy and drain- 
age. Three or four laminae should be removed 
somewhere near the middle of the supposed ab- 
seess cavity, though in rare instances it may 
be advisable to do a double laminectomy as was 
the case in patient No. 10 who had an abscess 
extending from the cervical region to the 
sacrum. We have found that small rubber 
catheters or Dakin’s tubes make the best drains 
and believe that they should be run up and 
down within the spinal canal to the top and 
bottom of the abscess cavity. The operation is 
always a bloody one for the vessels of the spinal 
column and in the muscles of the back are mark- 
edly engorged as they are about any abscess 
cavity. A laminectomy is never a dry opera- 
tion and in this disease the oozing of blood is 
little short of appalling. Pus is sometimes en- 
countered in the muscles of the back from ex- 
tension between the laminae or if not, there may 
be much edema of the connective tissue, between 
the muscles. When the laminae are removed 
the epidural fat is hard and red and bleeds at 


the slightest touch. At the first attempt to strip 
the fat away from the dura, the abscess cavity 
is opened and thick pus under pressure wells 
out. Occasionally the process shows some of 
the characteristics of epidural granuloma in 
that the epidural fat is hard and porky and 
encloses multiple smaller abscesses. Such a 
process is much more circumscribed than the 
single frank abscess. 

The mortality of this disease is high. Of our 
ten cases the total mortality was 70%. All of 
the unoperated cases—three in number—died. 
Of the seven operated cases, three have sur- 
vived. One, No. 6, a very early case in which 
the abscess had risen only to the ninth dorsal 
level, is living and well with no residual palsies 
twenty-one months after operation. The second, 
No. 7, a case with an abscess of moderate size 
in the upper dorsal region, is living and well 
without symptoms, eighteen months after oper- 
ation. The third, No. 10, a boy with a very 
large abscess, is living nine months after opera- 


tion. He still shows extensive paralysis and 


has a draining sinus in the lumbar region. 


In conclusion we wish to emphasize certain 
points. This disease is a definite clinical entity 
and is common enough to warrant watching 
for it. 

It is a serious disease with high mortality if 
left untreated. 

The abscess is most frequently found posteri- 
orly situated. If anterior, meningitis is a fre- 
quent complication. 

The infectious agent most frequently found is 
staphylococcus aureus or albus. 

Such an abscess may be secondary to almost 
any acute infection or to osteomyelitis of neigh- 
boring bones. 

The damage to the spinal cord may be out 
of all proportion to the amount of compression. 

If lumbar puncture is performed it should be 
done with the greatest possible caution. 

The diagnosis is difficult at times, particularly 
in the early stages, but it is only by recognizing 
it early and instituting drainage that we can 
hope to save any of these patients. 

No attempt has been made to review the lit- 
erature of this subject. 
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Dr. F. B. Lunp, Boston, Mass.: A man of 
about fifty had a son of about twenty with 
whom he had a wrestling match and the son 
threw the father and it was two days before 
I saw him. I was called to see him about seven 
o’elock on Saturday evening and was going to 
New York that night. He had a temperature of 
over 102°, an awful pain in the back of his 
neck, and pain and stiffness of the muscles and 
paralysis. I told him to get a neurologist and 
I took the train to New York and they got 
the late Dr. Joseph Courtney. On Monday 
niviit when I got back, the man was dead. We 
had an autopsy and opened the lamina and pus 
came out, and that pus extended at least five 
or six inches each way. I don’t know what 
that man had in the way of history of previous 
infection, but that was certainly one of these 
cases such as Dr. Mixter has described, and I 
think he is to be congratulated on having seen 
and recognized them, because they are difficult. 

Another ease came under my observation. 
This was a man who had an operation of the 
tibia for osteomyelitis in his youth. I don’t 
believe it belongs to this classification exactly, 
but it is related to it. He got over that and 
had a large carbunele on the back of his neck, of 
which an extensive scar was in evidence when 
he came to me. He consulted me for varicose 
veins, and I am ashamed to say that I didn’t 
discover anything but the varicose veins. I op- 
erated on them followed by healing. 


I noticed afterward when he came into the 
office that he had spasm of both legs and could 
hardly walk, and he said my operation hadn’t 
done any good, and it didn’t seem to me that it 
had. I sent him to Dr. E. W. Taylor, the neurol- 
ogist, and he made a diagnosis of a possible tu- 
mor of the upper dorsal cord. I performed a 
laminectomy and found the dura thick and ad- 
herent to the cord, so when it’ was split open no 
spinal fluid escaped. Under those circumstances 
I thought I wouldn’t sew it together and left it 
open. The pressure on the cord from which 
he was evidently suffering was relieved. The 
operation consisted in the removal of the lower 
cervical and two upper dorsal laminae, leaving 
a wide opening of two or three inches in length. 
He got well and was well for several years. 
Lately he returned with a little more spasm, but 
it didn’t seem very serious. I wondered whether 
the thickening of the dura was an old infection 


which was in some way connected with his car- 
buncle. 


Dr. H. Bertram LAMBERT, Bridgeport, Conn. : 
May I ask if the use of a sacral puncture needle 
might aid early diagnosis of these cases and if 
the use of sacral anesthesia might not be a source 
or cause of infection? 


Dr. W. J. Mixter: Dr. Lambert, I doubt 
if sacral anesthesia causes this thing very often. 
Of course, there have been two or three acci- 
dents with sacral anesthesia, but I think they 
have been usually from puncture of the meninges 
and resulted in meningitis. 

In some of these cases the infection runs well 
down into the sacrum and I should be a little 
bit afraid of even a sacral puncture where the 
symptomatology would lead one to think that it 
was well up in the dorsal region. I think the 
lumbar puncture is safe there in the face of a 
positive Babinski’s sign, but I leave lumbar 
puncture out of the case as a rule. 

It might be of interest to state that the first 
six or seven cases we operated on were found 
by accident in simply operating for some un- 
known inflammatory condition of the spinal 
meninges. 

The last four cases have been at least tenta- 
tively correctly diagnosed before operation. One 
was an accidental finding of the house officer 
who did a lumbar puncture and got pure pus, 
without getting the needle through into the 
right space, for which I was thankful. The 
others were properly diagnosed without the use 
of lumbar puncture. 

In one case we made a diagnosis of abscess 
and the lumbar puncture was performed and 
there was no abscess. The patient died appar- 
ently of ascending myelitis, and lumbar punce- 
ture would have been good in that ease as rul- 
ing out a bad operation. 

Dr. Lund has brought up a very interesting 
point, the question of trauma. In the cases of 
frank abscess we have not met with trauma as 
a cause or as a contributing cause, but in the 
eases of epidural granuloma, which are, of 
course, very closely akin, several times we have 
met with trauma as a contributing cause. Usu- 
ally we have trauma a week or two before the 
lesion shows itself frankly. 

I should think that probably the other case 
you spoke of would represent a chronic pachy- 
meningitis. 
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GAIN the faith which we are told to have 
in Massachusetts is justified. I speak not 
from the point of view of the filial loyalty of a 
native son; nor yet from that of a beaten enemy, 
like the Spaniards who praised Sir Richard 
Grenville to his face with their courtly Spanish 
grace after the battle of The One and The Fifty- 
three. With courtesy, I hope, with a neighbor’s 
hearty codperation and good-will, with a fellow- 
American’s admiration for your courage and 
your professional and humanitarian spirit, I 
come to extend my congratulations on the found- 
ing of The Neisserian Medical Society. Massa- 
chusetts! There she stands! Once more pioneer- 
ing, once more reviving a fine old ideal in a new 
form, consonant with modern ideas, and with 
present knowledge of present needs. 

I have been instructed not to discuss the med- 
ical or even the publie health problems with 
which The Neisserian Society is to deal, but 
merely to feed your souls. That considerably 
cramps my style. It gives me no opportunity to 
plagiarize from the extensive browsing which 
I have done in the documents and publications 
of your State Health Department, the United 
States Public Service and elsewhere, since I ac- 
cepted your invitation. It is not however, I 
trust, more than a technical violation of the 
regulation if I say that, of all the literature 
which I have thus eursorily examined, the most 
striking and significant appears to be the twelve- 
page memorandum on gonorrhea and syphilis in 
Massachusetts in 1930 by Drs. Nelson and Sea- 
man of your State Department. ; 

You get there, for the entire state, a base line 
from which one can proceed. In a year you 
have doubled the number of eases reported— 
over 11,000 in 1930, as compared with less than 
6,000 in 1929. The reports received are said 
to contain nearly all of the information re- 
quested. You are, therefore, in position to make 
a really informative analysis. You can put your 
finger on weak spots. You know what physi- 


cians received arsenicals, but did not report 


syphilis. You know that less than one-third of 
the physicians who might have been expected to 
report one disease or the other actually did so. 
You have learned that patients go for treat- 
ment elsewhere than where they reside, and 
that neither the desire to consult specialists nor 
the desire for secrecy seems to explain this phe- 
nomenon; and you hit upon the excellent sug- 
vestion that we had better find out, if we can, 

*At Boston, May 12, 1931. 
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New York. Executive Director, Emergency Work Bureau, Coun- 
ty of Nassau, Mineola, N. Y. For record and address of author 
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whether patients migrate also for treatment of 
other diseases. You find other things which I 
have not failed to notice, although it might be 
presumptuous and even a clear violation of in- 
structions to quote or comment upon them. 
Will you permit me at this point, for reasons 

which I will explain later, to rely for a moment 
upon my prepared manuscript 


It is not unnatural that, in our efforts to diminish 
the amount of unnecessary disease, we have been 
aroused to action first in the case of those diseases 
which show a startling death-rate. We have been 
slow to recognize the importance of active measures 
against diseases that merely incapacitate even 
though they may destroy the earning capacity of 
their victims, wreck homes and happiness, and large- 
ly contribute to physical and mental deterioration. 
We are only beginning to see the folly of our in- 
different and supine attitude toward malaria; we still 
refuse to treat “a cold” with any seriousness, though 
we know the frequent consequences of neglect. In 
regard to venereal diseases we have not only been 
negligent, but there has been so definitely a “con- 
spiracy of silence” that the subject can hardly yet 
be mentioned outside of professional circles, except 
in advertisements, and “there is presented in this 
country the singular spectacle of a large class of 
diseases dangerous to the public health, confessedly 
contagious, essentially evitable, and yet absolutely 
ignored by our health authorities”. 

_Ignorance as to the social significance of these 
diseases is responsible for our indifference. Mor- 
tality tables give scarcely the faintest hint of their 
importance. 

Facts on these points must come from hospital 
figures and the experience of physicians. Physi- 
cians are beginning to feel their responsibility to 
give society the information which is the essential 
preliminary to securing measures for improvement. 
When the facts are known, it seems incredible that 
the mass of intelligent men and women have not 
been cognizant of them long ago. 

Gonorrhea, we are told, is perhaps, in large towns, 
the most prevalent disease, next to measles; it is 
“the most important cause of depopulation”, being 
responsible, by reason of its effect on the procrea- 
tive function of both men and women, for a large 
majority, if not, as some authorities have estimated 
for fully three-fourths, of all sterile marriages; to 
the gonorrheal infection of the eyes of the newborn 
is attributed from twenty to thirty per cent of all 
blindness; in the institutions for the blind in Saxony 
the percentage was found to be seventy-five and in 
Switzerland, seventy-nine. Gonorrhea is responsible 
for much chronic ill-health and nervous derange- 
ment in women; it frequently brings on mental de- 
pression, which may be intensified into insanity, and 
is the real cause of many otherwise inexplicable 
suicides among men. 

Beginnings of systematic effort are now being 
made. The initiative has been taken, as was appro- 
priate, by the medical profession. But the medical 
profession cannot alone accomplish what is needed. 

As must be expected in the early stages of a move- 
ment involving such great delicacy, some diversity 
of opinion exists in regard to the program to be 
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adopted, but a general outline on which there is sub- 
stantial agreement has already taken shape. This 
program shows the influence of our experience with 
the tuberculosis problem. The main features, as 
now agreed upon, are the same as have been found 
necessary in dealing with tuberculosis: adequate 
provision for early diagnosis and treatment; the 
suppression of charlatanism; legislation in certain 
directions, if it can be made effective; and education 
about the causes and consequences of these diseases, 
by all appropriate existing agencies for such educa- 
tion, or by agencies created for the purpose, if ex- 
isting ones prove unavailing. 

The difference of opinion relates chiefly to meth- 
ods: what sort of legislation can be made effective; 
how an early diagnosis can be secured and proper 
treatment insured; how the harm that is done by 
quacks can be stopped; and by what means the ir- 
reducible minimum of accurate information can be 
supplied to all boys and girls. At-every step the 
task is infinitely more difficult than in the case of 
tuberculosis. Tuberculosis may not be a pleasant 
subject, but it is not one which generations of 
usage have prohibited to polite conversation; one 
may hesitate to admit that he is a consumptive, but 
not because he feels that by so doing he marks him- 
self with an irremovable stigma. The difficulty of 
an undertaking has, however, never constituted a 
valid argument for abandoning it, when the neces- 
sity for it has been generally admitted. It is rather 
an additional stimulus to determined effort. 


It seems clear that specific instruction in sexual 
physiology and hygiene, with a clear presentation 
of the consequences of abuse, must in some way be 
provided for the young before substantial progress 
can be hoped for. The large number of cases in 
which infection is known to have taken place before 
the age of twenty—or even, incredible as it may 
seem, before sixteen—makes the importance of early 
education apparent. 

It seems clear also that the process of education 
must begin with the already “educated” classes. The 
general ignorance and indifference among those on 
whom rests the responsibility for preparing boys 
and girls for life, parents, teachers and religious in- 
structors, is the initial obstacle to overcome. It is 
idle to argue as to which of these shall be required 
to supply the necessary instruction while none of 
them as a class are qualified to do so. Beyond a 
doubt the mother is the best of all instructors—the 
one who would be the choice of the boy or girl as 
well as of theorists. It is only when she fails to 
perform this duty that others must be called upon 
to do it. 

In some way it must be made possible to give this 
necessary specific instruction without violating the 
instinctive sense of modesty which all would be 
sorry to see educated away—not tearing down with 
rude hands the veil before the mysteries of life, 
but rather, with dignity and reverence, revealing to 
every boy and girl his place in nature’s scheme. Be- 
sides this, it may not be visionary to trust that 
much can be done by holding up before the young 
the beauty of the virtues of temperance and re- 
straint, the dignity of the human body as the tem- 
ple of the soul. 


Gentlemen, I have been quoting—as perhaps 
you may have surmised—but from my own writ- 
ing. The quotation is from an editorial writ- 
ten and published in February, 1906—twenty- 
five years ago. I do not quote it because of its 
profundity, or because it is at all an accurate 
analysis of your problem, or of the general prob- 
lem of social hygiene at this time. There are 


some things in it, and even’ in the much more 
important articles by physicians on the same 
subject in the same number of ‘‘Charities and 
The Commons’’—as The Survey was called in 
those days—which would now have to be modi- 
fied. I quote it for another reason. I remem- 
bered it, and refreshed my memory about it at 
this time, because of my very vivid recollection 
of an incident which you may find of interest 
and which seemed to me relevant to this occa- 
sion. 

Those harmless, innocuous, and shall I say 
rather obvious, observations, twenty-five years 
ago, caused great consternation in the Executive 
Committee of the Charity Organization Society, 
which was then publishing the journal in which 
they appeared. I was the editor of the journal 
and the executive officer of the society. I hap- 
pened to be away, perhaps studying in Boston 
some of the progressive methods of my con- 
temporaries in social work here. In my absence 
members of the Executive Committee gave vent 
to their personal sense of outrage and indigna- 
tion. One of the most generous among them, 
from whom I had received first and most lib- 
eral assistance in starting an anti-tuberculosis 
committee, vowed that the journal would never 
again appear on her library table. Another had 
already stopped his own subscription. The com- 
mittee by unanimous action adopted a resolution 
instructing the editor not to repeat the offense 
and to exclude from the columns of Charities 
and The Commons all discussion of the subject 
of venereal disease, or the proceedings of what 
has since become the American Society for So- 
cial Hygiene. 

When I got back and learned of this resolu- 
tion, I had what was literally the only sharp 
discussion of an irreconcilable difference of opin- 
ion with the president of my society, my dear 
old friend Robert W. de Forest, easily the fore- 
most citizen of New York when death claimed 
him last week in his eighty-fourth year. I had 
to say to him on this issue—and I never had to 
say it to him or to my society on any other issue 
in a service of twenty years—‘ You cannot do 
that. You can, of course, change editors. You 
can find a new secretary; but while I am secre- 
tary and editor, you will have to let me decide 
what to publish.’’ Mr. de Forest thought I was 
making a mountain out of a molehill. I think 
he pretty nearly lost his extraordinary patience. 
I remember he asked at one point, ‘‘Do you 
mean that you would really risk losing your op- 
portunities in the C. O. S.—and perhaps also 
at Columbia’’, where I had recently become a 
professor, ‘‘over an issue of this kind?’’ Of 
course I told him that I meant just that. 

I did not ask the committee to rescind or 
modify its resolution. I simply had a perfect 
understanding with Mr. de Forest that I would 
pay no attention whatever to it—that he would 
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explain to them, as he did, that the editor would 
have to have a free hand, and that so long as I 
had their confidence in general and remained on 
the job, the responsibility would remain with 
me to decide what to publish. That was satis- 
factory; but the end of it—what I really want 
to say about it—is more satisfactory still. A 
few years later—it may have been ten years— 
when Paul Kellogg had become editor of The 
Survey, and some question had arisen between 
him and Mr. de Forest, who was still president 
of his board, I had a conversation with Mr. de 
Forest about it, in the course of which he aec- 
tually referred to the very considerable amount 
of space which we had long given to the sub- 
ject of social hygiene and the prevention of 
venereal disease, without the slightest objec- 
tion from any of our trustees, as a gratifying 
evidence of our liberality. He had wholly for- 
gotten the incident which marked the inaugura- 
tion of that policy. 

The social hygiene movement—the broader 
organized campaign for the prevention of the 
venereal diseases and for the education of the 
public in sex hygiene—has everything to gain 
from the work of this specialized medical so- 
ciety. Dr. Stokes refers rather pathetically to 
the position of the practising physician in this 
country who would like to do better than the 
average for the venereal patient, as subordinated 
to the general educative program of the social 
hygienists, including this handicap with two 
others—the absence of a national association of 
his own, and the division of interest between the 
urological and the dermatological camps, and 
describing him as left to the ministrations of 
the state and public health services, whose offi- 
cers, he says, have loyally stood up to the re- 
sponsibility as best they could in the face of 
multiple obligations, cut budgets, and unsympa- 
thetic and obtuse legislative committees. If 
there has been such subordination to the gen- 
eral educative program of the social hygienists, 
you are now to end it and with their cordial 
consent, and that is one of the things which we 
could not have foreseen twenty-five years ago. 

You have here in the Neisserian Medical So- 
ciety what there was ten years ago in the 
Venereal Disease Control Institute in Washing- 
ton; and this Society is better than that Insti- 
tute of ten years ago, first because it is to be 
a permanent organization, and secondly because 
it is for gonorrhea only, thus ending, if Dr. 
Stokes will permit, another subordination—that 
of the urologist’s specialty to the dermatologist’s 
—more serious than that of the practising physi- 
cian to the general educative program of the 
social hygienists. I may cite as evidence what 
Dr. Pelouze told your New England Health In- 
stitute, just about a year ago, that while un- 
told amounts of money have been and are being 
expended upon research in syphilis, almost none 


has been spent upon research in gonorrhea; and 
this he thinks is not because the money cannot 
be obtained but because no one has tried to 
get it. 

Gonorrhea, like tuberculosis, reveals, insists 
upon and proves the brotherhood of man. Its 
exciting cause goes directly from one person to 
another. No intermediate host interferes. The 
danger lies not in the air, the soil, or food, or 
drink; not in inherited taint or vengeful wrath 
of an offended deity or the mysterious inceal- 
culably woven web of fate. The danger lies in 
the person of another human being with whom ~ 
the victim comes into intimate contact. If father 
and son, mother and child, brother and sister, 
fellow-employees across the desk or bench give 
and take tuberculous infection, emphasizing the 
doctrine of the new public health that the source 
of infection is not inert matter but another hu- 
man being, even more does the passing of the 
gonocoecus in the course of the sexual embrace 
underscore the truth of that idea. In the most 
intimate and eestatie of all possible human rela- 
tions, at the moment when normally a new life 
may be conceived, or, failing that, at least a man 
and a woman may enter into the most complete 
emotional union, one chosen, according to our 
Holy Scriptures, as the most perfect symbol of 
the union of Christ with His Church,—it is at 
such a moment that the Neisserian infection usu- 
ally occurs. What better evidence could the 
most hellish imagination conceive of the con- 
sciousness of kind as the true basis of social hu- 
man relations? Brothers you are, of one blood 
—New Englander and Southerner, White and 
Red and Brown and Black, Occidental and 
Oriental, Old and Young, Male and Female, for 
this plague touches and curses you all. There 
is no immunity where it exists and where sex 
relations oceur, and without sex relations the 
race does not survive. Prostitution, irregular 
sex relations, no doubt facilitate infection, but 
the beginning of wisdom is the realization that 
the prevalence of gonorrhea and the need of 
combating it do not arise from prostitution and 
from extra-marital sex relations, but from the 
very existence of the disease and the certainty 
that some of those who have it will infect others 
who are neither prostitutes nor their patrons. 

Our hope, our only hope, of controlling and 
diminishing and perhaps exterminating the dis- 
ease is to proceed on the assumption that our 
interests are one, that all afflicted persons, 
whether married or unmarried, male or female, 
prostitute or respectable, innocent or guilty, 
first offender against conventional standards o1 
habitual offender, are to be treated and cured, 
—instructed, warned, guided, controlled in ad- 
dition if necessary—but first of all discovered, 
treated and cured—preferably self-discovered 
by their own voluntary approach to a clinic 
or a private doctor, but if not thus voluntarily 
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on a general invitation, then by a persistent, 
well-organized social control. As by Thomp- 
son’s Hound of Heaven, with ‘‘unperturbed 
pace, deliberate speed, majestic instaney’’, 
every man and woman who is a source of dan- 
ger must be hunted down; not in cruelty, but 
in social love, not for punishment, but for care, 
not for the protection of others merely, but for 
the protection of all of us. 

From the social point of view, tuberculosis 
and gonorrhea have points of resemblance in 
contrast with syphilis and smallpox. I am in- 
debted again to Dr. Stokes’ Biggs Memorial Lec- 
ture of 1929 for calling attention to the con- 
trast, although he makes it as between tuber- 
culosis and syphilis and as the basis for a warn- 
ing that the precedents of the Tuberculosis As- 
sociation are not of such direct applicability to 
the problem of syphilis that they should be 
forced on the workers. The point is that with 
syphilis you have in the arsphenamines a chemo- 
therapy which will within twenty-four hours 
reduce the condition to non-infectiousness in 
the overwhelming proportion of patients, and 
you can keep it there. This is what vaccination 
does for smallpox. But since this is not the 
case in either tuberculosis or gonorrhea, the 
precedents of the tuberculosis movement are per- 
haps more applicable—not of course in your re- 
search or clinical work, but in the broader s0- 
cial policies which you will recommend. 

However, the main thing for both your mem- 
bers and for outsiders to realize is that what 
you are to do is not for laymen, not for ama- 
teurs, not for preachers or teachers or social 
workers, not for employers or labor leaders, not 
for editors or publicists or reporters, not for 
statesmen or agitators or reformers. It is spe- 
cifically for the medical profession—for its re- 
search scientists and its practitioners. 

Socialized medicine means to some people state 


medicine, supported by taxes and given freely to 
all—like elementary education and the use of 
highways. To others it means sickness insur- 
ance, universal and compulsory, administered 
by the state, but differing from state medicine 
in that it deals only with finances, with the cost 
of sickness, leaving the question of professional 
medical and surgical practice to be arranged by 
contract between doctors and the insurance 
funds. Personally, I am for sickness insurance 
on that basis, as a means of meeting the pecuni- 
ary costs of medical care, and if doctors oppose 
it, as of course they have the right to do, I 
think it is incumbent on them to devise some 
other means of insuring that all wage earners 
and their wives and children shall not be de- 
prived of hospital, sanatorium, medical, sur- 
gical and convalescent care when they need it. 

But socialized medicine does not necessarily 
mean either state medicine or state insurance. 
There may be combinations and compromises. 
The essential is, I think, some reconciliation of 
two perfectly good ideas. One is that of in- 
dividual responsibility. America, we have said 
all these years, is another name for opportunity, 
and if that is so, we must hold each able-bodied, 
rational adult responsible for the use which he 
makes of his responsibility, responsible for its 
consequences to himself and his natural de- 
pendents. 

In the educational propaganda which is to 
supplement the immediate work of The Neis- 
serian Medical Society, there is a place for this 
doctrine. It is not a curse, but a promise. But 
this doctrine, although a truth, is not the whole 
truth. There is another supplementary and 
equally true doctrine. We are members one of 
another. We have a joint, an indivisible, a so- 
cial responsibility. Our problem is to reconcile 
individual and social responsibility for they are 
not incompatible. 


HE program of the meeting of the Neis- 

serian Medical Society held at the Boston 
Dispensary, November 18, 1931, consisted of a 
symposium on gonorrheal vulvo-vaginitis. The 
following papers were read at the meeting. 


In addition, Dr. Walter M. Brunet, medical 
director of the Chicago Public Health Institute, 
read a paper entitled ‘‘ A Study of Several Hun- 
dred Cases’’ which is to be published by the 
United States Public Health Service in Venereal 
Disease Information. 


GONORRHEAL VULVOVAGINITIS 
A Statement of the Problem} 
BY N. A. NELSON, M.D.* 


. CE gonorrheal vulvovaginitis in young girls 
is more a problem of morbidity during the 
duration of the infection than of mortality or 


+From the Massachusetts Department of Public Health. 

Read at the meeting of the Neisserian Medical Society of 
Massachusetts at Boston, November 18, 1931. 

*Nelson—-Assistant Director, Division of Communicable Dis- 
eases, Massachusetts Department of Public Health. For record 
and address of author see ‘‘This Week’s Issue,” page 151. 


even of subsequent complicating pathology, it 
deserves greatest consideration from the point 
of view of exclusion of the patient from school 
for long periods of time. The importance of 
gonorrheal vulvovaginitis as a medical and 
school problem may be estimated, then, from 
the answers to the following three questions :— 
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(1) Is gonorrheal vulvovaginitis prevalent ? 

(2) Should girls with this disease be ex- 
cluded from school? 

(3) How can the treatment of this condition 
be so improved as to shorten materially 
the present long duration of the infee- 
tion ? 


I will attempt an answer to the first question, 
as well as to that part of the second question 
which concerns the attitude of the Department 
of Public Health through its Subdivision of Ve- 
nereal Diseases. 


PREVALENCE 


It is quite generally accepted everywhere that 
gonorrhea is perhaps the most incompletely re- 
ported of all reportable communicable diseases. 
In the first place it is apparent on the basis of a 
number of studies and surveys made through- 
out the country that not more than half of the 
gonorrheal infections in existence ever come to 
medical attention. It is evident, furthermore, 
that of those cases which do come to medical at- 
tention, certainly not more than a quarter are 
reported to the health authorities. Thus the re- 
ported prevalence of gonorrhea may well be mul- 
tiplied by eight if its actual prevalence is to be 
anywhere nearly approximated. 

A further adjustment must be made so far as 
gonorrhea in the female is concerned because of 
the too frequent failure on the part of physi- 
cians to recognize the disease, a failure which 
is evident from the following Massachusetts fig- 
ures:—From 1919 to 1925 of 32,502 cases of 
gonorrhea, the male-female ratio was 5.5 to 1; 
from 1925 to 1928 of 29,498 eases, the male-fe- 
inale ratio was 3.8 to 1; and in 1930 of 6,987 
cases, the male-female ratio was 3.5 to 1. 


During the same periods the male-female ratio 
in syphilis was as follows :—1919-1925 (13,490 
cases) 1.9 to 1; 1925-1928 (11,201 cases) 1.4 to 
1; 1930 (4,197 cases) 1.4 to 1. 

Suspicion of gonorrhea in the male is almost 
invariably aroused by more or less simple elin- 
ical findings. Suspicion of gonorrhea in the fe- 
male, in the absence of pointed history or of 
clinically acute infection, is rarely aroused ow- 
ing to the too general acceptance of leucorrhea 
as an annoying but not usually significant con- 
dition. Syphilis, on the other hand, presents a 
very similar clinical picture in either sex and 
confirmation of its diagnosis depends upon rel- 
atively precise laboratory procedures which may 
be applied to the disease in either sex. 

There is no etiologic or social reason for the 
reported disagreement between the male-female 
ratios for syphilis and gonorrhea. In fact those 
clinies where special attention is paid to the di- 
agnosis of gonorrhea in the female, the male-fe- 
male ratio is about 2 to 1 and much more close- 


ly approaches that for syphilis. To summarize 


the above, then, female gonorrhea is less fre- 
quently recognized and less frequently reported 
than male gonorrhea; not more than a quarter 
of all gonorrheal infections under medical care 
are reported and probably not more than a half 
of all gonorrheal infections come to medical at- 
tention. Thus the 13,000 cases of female gon- 
orrhea reported in Massachusetts since 1919 rep- 
resent only a small fraction of the total female 
infections, 

Searing this in mind, we may be better able 
to appreciate the significance of the following 
figures representing the reported prevalence of - 
gonorrhea in girls under 14 years of age. From 
1919-1925 (494 cases) this group constituted 
9.9°% of the total female gonorrhea; from 1925- 
1928 (684 cases) 11.0% ; and in 1930 (204 eases) 
11.8%. It is interesting to note the percentage 
inerease of gonorrhea in this group in spite of 
the fact that there is a general improvement in 
the recognition of female gonorrhea, and in the 
last year or two a considerable increase in the 
total number of cases of gonorrhea in the female 
reported. 

It is interesting also to note that the question 
of voluntary sex experience on the part of girls 
in the upper limits of this age group is respon- 
sible for the least part of these reported infec- 
tions, for we find that 31.4% of the eases are 
in children under 5 years of age; 44.9% in girls 
from 5 to 9 years of age; and only 23.7% in 
girls from 10 to 14 years of age. 

Thus more than 10% of reported gonorrhea in 
the female oecurs in girls under 14 years of age 
and 76% of the gonorrheal infections as re- 
ported in this group is in girls under 10 years of 
age. Epidemiologically, then, it would appear 
that gonorrheal vulvovaginitis was sufficiently 
prevalent to make it a problem worthy of con- 
sideration. 

EXCLUSION FROM SCHOOL 


Sections 109, 111 and 112 of Chapter 111 of 
the General Laws provide for the reporting of 
diseases which have been declared by the State 
Department of Public Health to be dangerous 
to the public health. Section 112 goes on to 
say, however, that the provisions of these sec- 
tions shall not apply to gonorrhea and syphilis, 
which diseases shall be reported ‘‘in accordance 
with such special rules and regulations as the 
Department may make having due regard for 
the best interest of the public’’. The Depart- 
ment of Public Health, having due regard for 
the best interest of the public, has required that 
the identity of the person suffering from gonor- 
rhea or syphilis shall not be reported except for 
very definite reasons. Of these there are but 
two, the first being in the case of premature 
discontinuance of or refusal to submit to treat- 
ment, and the second being the employment in 
certain occupations of persons having open and 
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exposed lesions of early syphilis. There is no 
restriction placed upon gonorrhea other than in 
case of failure to submit to proper treatment. 
Thus the Department recognizes that while 
syphilis may be spread in other ways than 
through sexual intercourse, gonorrhea rarely is 
spread except through some form of close phys- 
ical contact of a sexual nature. 

Therefore, since local boards of health will, 
under the regulations, have no information as 
to the identity of school children with gonor- 
rheal vulvovaginitis, they cannot report such 
cases to the local school committee as they are 
required to do for other communicable diseases 
under Section 113 of Chapter 111. Further, al- 
though gonorrhea is one of the oldest of commu- 
nicable diseases so far as medical history is con- 
cerned, it is not mentioned in Section 56 of 
Chapter 71 which provides regarding school chil- 
dren that ‘‘A child showing symptoms of small- 
pox, searlet fever, measles, chicken-pox, tuber- 
culosis, diphtheria, influenza, tonsillitis, whoop- 
ing cough, mumps, scabies or trachoma, shall 
be sent home immediately, or as soon as safe 
and proper conveyance can be found; and the 
board of health shall at once be notified.’’ While 
it is true that local boards of health have made 
specific regulations for the exclusion from school 
of children suffering from other communicable 
diseases than these, I am certain that there will 
not be found in the regulations of any city or 


town in the State of Massachusetts any refer- 
ence to gonorrhea. Even the examination of 
school children as carried out under Section 54 
of Chapter 71 is in practice limited to that part 
of the body above the waist. 

Apparently so far as laws and regulations are 
concerned, the only school child with gonorrhea 
in whom the condition may be discovered legally 
is the one who because of an unusually severe 
infection has had to remain away from school 
and who on applying to the board of health for 
a certificate for return to school might disclose 
the nature of the illness. Apparently, then, 
there has not been in the entire history of gon- 
orrhea in school children a sufficient fear of its 
spread in the public schools to make it even 
worthy of mention. If gonorrhea were to be 
handled administratively by the school authori- 
ties in the same manner as other communicable 
diseases, it would be necessary, under Section 15 
of Chapter 76, to exclude a child from a house- 
hold where a person ill with gonorrhea was pres- 
ent, and the exclusion would have to continue so 
long as the child lived in the same house with 
the patient. 

It would seem, therefore, that until the school 
authorities can show that the presence in school 
of a child suffering from gonorrhea has been or 
may be followed by an outbreak of the infection 
among other children in the school, there is no 
basis for excluding that child. 


THE POINT OF VIEW OF THE CLINICIAN* 


BY A. K. PAINE, M.D.f 


HE opinions expressed are the result essen- 

tially of a clinical study of the cases coming 
to the Gynecological Clinie of the Boston Dis- 
pensary. 

In the interest of brevity and to provoke in- 
structive criticism our conclusions may be stated 
categorically somewhat as follows: 

In only half the cases, with an inflammatory 
reaction in and about the introitus, will a lab- 
oratory diagnosis of gonorrhea be made. Clini- 
cally we are unable to tell in advance which 
case will have a positive smear. In half the 
vulvovaginitis cases some other organisms or 
factors are etiologically operative, with the 
gonococeus in no way implicated. In the other 
fifty per cent there we have a laboratory diagno- 
sis of gonorrhea. We find that in approximate- 
ly one-half of these the laboratory diagnosis is 
confirmed by a definite history indicating the 
probability of a true gonorrheal infection. This 
history includes that of various types of assault, 
and of the curious sex activities of childhood, 
the latter surprisingly frequent. In the other 


*Read at the meeting of the Neisserian Medical Society 
of Massachusetts in Boston, November 18, 1931. 


+Paine—Surgeon-in-Chief, Department, Diseases of Women, 
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half of this group, also with a laboratory diag- 
nosis of gonorrhea, we have been unable to ob- 
tain a satisfactory explanation of how the in- 
fection could have been acquired. There arises 
a question at this point as to the correctness 
of a common belief, that gonorrhea in female 
children is easily and frequently disseminated 
by means and methods not recognized as possible 
in the adult infection. It is my personal belief 
that ‘‘gonorrheal vulvovaginitis’? (meaning 
gonorrhea in the female child) is acquired only 
by direct or sex contact, this designation to in- 
clude infections acquired during birth and those 
intimate contacts which come from sleeping to- 
gether even though sex, from a behavior stand- 
point, is not present. A young child sleeping 
with an infected mother for instance, is theo- 
retically exposed to recent discharge, represent- 
ing practically a direct contact. The epidemics 
of so-called gonorrheal vulvovaginitis which oe- 
eur in children’s wards, with the infants iso- 
lated in cribs, require an explanation not com- 
patible with any knowledge we have of the 
gonococeus. McElroy' in the Pennsylvania Med- 
ical Journal, Dee. 1930 states: ‘‘One such epi- 
demie occurred in a child-caring institution 
with which we are connected, about five years 
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ago, and in spite of a rigidly enforced technique, 
within a short time twenty out of twenty-five 
girls became infected.’’ In the absence of a rea- 
sonable explanation of how the infection in a 
given case could have occurred, one is justified 
in questioning a laboratory diagnosis of gonor- 
rhea which is based on a smear examination 
alone. Obviously the doubt arising in such a 
case might be overcome by cultured methods. 
This theoretically is an easy solution of one of 
the problems presented by this subject but in 
practice seems not so simple. Technical diffi- 
culties in growing the gonocoecus, plus the time 
and trouble involved, together with results not 
always conclusive have mitigated to make the 
procedure less commonly employed than its the- 
oretical dependability would seem to warrant. 
Williams? in the American Journal of Obstetrics 
and Gynecology, 16; 861-866, Dee. 1928 says: 
‘*Our experience with diagnostic cultures agrees 
very closely with that of Stein, that they ean- 
not be relied upon.’’ To recapitulate: In one- 
half the vulvovaginitis eases laboratory evi- 
denee of the gonococeus is never obtained. In 
twenty-five per cent of the cases the Jaboratory 
diagnosis of gonorrhea is made, and corroborated 
by histories of sex, or direct contact. In the re- 
maining twenty-five per cent of the cases we 
have a laboratory diagnosis of gonorrhea but 
not available a reasonable explanation of how 
the child could have aequired this disease. I am 
personally convinced that a certain proportion of 
these cases runs coneurrent with upper respira- 
tory tract infections, analogous to that epidemic 
vaginitis so commonly seen in adults. This Jat- 
ter also frequently discloses organisms mistaken 
for the gonococeus. This theory furnishes a rea- 
sonable explanation of epidemic vulvovaginitis 
in institutions; there is no question about its be- 
ing highly infectious. In the early days of our 
work we made smears of the nasal secretions at 
the same time we took the vaginal smears in a 
number of cases of this type. A surprising uni- 
formity in the smear pictures from the two 
sourees was observed. 


Concerning treatment and management of 
these cases. When this special work began in 
the Dispensary some fourteen years ago it was 
apparent there was no treatment in use then 
which could be depended upon to bring about a 
cure in anything resembling a reasonable length 
of time. We consequently refrained from ear- 
rying on these treatments. Within a compara- 
tively short time it was apparent that the dis- 
continuance of active treatment was accompa- 
nied by a definite improvement in some eases. 
For fourteen years the only treatment in these 
vulvovaginitis eases at the Dispensary, which 
includes the true gonorrheas, the border-line 
group, and those definitely not gonorrhea, -has 
been soap and water cleanliness and the external 
use of boracie acid powder. The specific value 


of the latter is of course open to question but 
it is non-irritating and it is the peg on which 
the cleanliness procedure is hung. The fre- 
quent use of boracie acid powder, from the 
standpoint of the person caring for the child, is 
an essential, and the powder is not to be applied 
until the child is carefully washed. By indirec- 
tion we accomplish what we feel is most im- 
portant in the management of these cases, clean- 
liness. Lees* in the Edinburgh Medical Journal 
May 1928 says: ‘‘Dirt alone undoubtedly may 
play a part in the production of an inflam- 
matory condition in and around these areas.’’ 


In the twenty-five per cent, gonorrhea with. 
out question, we find one of the problems en- 
countered in the adult: this is not to find some 
new and remarkable drug, it is rather the prob- 
lem of behavior, the elimination of reinfection. 
If the very young child continues to sleep with 
an infected older person, if the child is one of a 
coterie engaged in sex experimentation, or is 
frankly engaged in sex activity, all surprisingly 
frequent, the chances of cure by medical treat- 
ment alone are exceedingly remote. Our most 
difficult eases from the standpoint of cure have 
been the older children in this group and the 
difficulty is obviously the diffieulty of behavior 
control. In the seeond twenty-five per cent of 
these cases there-is the laboratory diagnosis 
of gonorrhea but there appears no_ behavior 
problem. We have generally observed Jess dif- 
fieulty here in obtaining eures. In all the groups 
are encountered not infrequently cases with per- 
sistent clinical evidence of the inflammatory re- 
action obviously associated in some cases with 
the problem of the so-called neglected child. 
When difficulty is experienced of securing that 
degree of care and cleanliness important in all 
the cases, delay in the disappearance of the 
inflammatory reaction almost invariably occurs. 
A word about the active treatment of vulvo- 
vaginitis, meaning douches, irrigations, instru- 
mentation and applications of various antiseptic 
preparations. It is our strong conviction that 
such active treatment in itself prolongs the in- 
flammatory reaction. It undoubtedly alters the 
character of the vaginal secretions and brings 
about vaginal mucosa changes which closely re- 
semble clinically, the so-called senile vulvovagini- 
tis. This type of vaginitis is characterized by a 
great variety of organisms, classified and unclas- 
sified, some easily and frequently mistaken for 
the gonococcus. In the senile vaginitis of the 
aged we have not infrequently secured a labora- 
tory diagnosis of gonorrhea which from the 
standpoint of securing freedom from so-called 
positive smears represents perhaps the most diffi- 
cult case. I am convinced that an analogous situ- 
ation is to be observed in the very young, result- 
ing from the prolonged use of vaginal treat- 
ments. Certainly in our experience the cessa- 
tion of such treatment in cases with symptoms 
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extending over a period of years, has been ac- 
companied by gratifying results. The following 
tables illustrate some of the points emphasized. 
They represent fifty consecutive cases of ‘‘vulvo- 
vaginitis’’ taken from the records of the Dis- 
pensary, dated back sufficiently for each to pro- 
vide for an end result. 


These fifty cases made 1151 visits to the clinic, 
an average of twenty-one plus per patient ; visits 
are made at approximately weekly intervals, and 
a smear is taken at each visit. Twenty-five cases 
had ‘‘positive’’ smears. Four eases had ‘‘sus- 
picious’’ smears only. Twenty-one cases had 


negative smears only. Fourteen of the twenty- 
five cases with positive smears had a social his- 
tory compatible with a true gonorrhea. One 
case had twelve positive smears. Two cases had 
eight positive smears. These three cases empha- 
sized the importance of the behavior aspect 
from the standpoint of cure inasmuch as each 
was a member of the same vicious coterie in a 


local school. 
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THE POINT OF VIEW OF THE INSTITUTION* 


BY J. R. HAMILTON, M.D.t 


T was thought that it might be of interest in 
a meeting of this kind for me to give a short 
report of our experiences with the management 
of G. C. Vaginitis in an institution such as the 
Long Island Hospital, chiefly because we have 
such good control of our patients. In other 
words we have our patients with us all the time 
and very little arises to interfere with what- 
ever line of management or course of treatment 
we may choose to use. As you know, or at 
least those of you know who are acquainted 
with the City Hospitals of Boston, the Long 
Island Hospital is run in connection with the 
City Almshouse. Most of our patients, there- 
fore, belong to the destitute class and usually 
’ have been sent in by some social service agency, 
or are the infants born of destitute mothers who 
in turn have been sent to us by these agencies. 
Therefore, when I say that we have our patients 
under unusually good control it is meant that we 
have them in the hospital constantly under am- 
ple nursing supervision, that we do not have to 
depend upon more or less incompetent mothers 
or others for carrying out the treatments, nor 
are we hampered by any uncodperativeness or 
antagonism on the part of the families. 

I find in looking back through our records 
that we have a very accurate account of all that 
has been done in the way of treatments and so 
forth, with the results obtained, in the past year 
and a half. Since June of 1930 we have had 
forty-eight cases. The treatments as carried out 
have consisted of daily vaginal instillations of 
various forms of antiseptics calculated to be 
detrimental to the life and growth of the gono- 
coceus. 

Beginning with June 1930 the medications 
have been as follows: 


1—Picrie acid and bismuth subgallate for one 
month. 
*Read at the meeting of the Neisserian Medical Society 
of Massachusetts at Boston, November 18, 1931. 


+Hamilton—Assistant Resident Physician, Long Island Hos- 
pital. For record and address of author see “This Week’s 
Issue,”” page 151. 


2—2% mercurochrome in lanolin and vaseline 
in half the cases and 1% silver nitrate in 
lanolin and vaseline in the other half, for 
seven months. 

3—Metaphen in oil, four months. 

4—Antiseptic douches (potassium permanga- 
nate or salamine X) followed by instilla- 
tions of 2% mercurochrome over a period 
of four months. 

5—At the present time we are using a system 
of alternating instillations of 2% mercuro- 
chrome on two successive days with a 
cleansing douche on the third day. 


Treatments are done daily except on the last 
four to seven days of the month when they are 
omitted to allow the smears which are taken on 
the first of the month to show their true char- 
acter. 

Our infected cases are all housed in separate 
wards and clean wards are maintained for those 
who have never been infected or have been 
cured. 

Since we have our patients under such good 
control you might expect us to be able to report 
better results than I can give you at present. Out 
of the forty-eight cases in the last year and a 
half there have been-only fifteen cures. By a 
cure we mean consistent negative monthly 
smears over a period of six months, the patients 
in the meantime remaining under treatment. 
One infant was taken off treatment as cured and 
placed in a clean ward but the discharge and 
positive smears soon returned. However, most 
of the children are running negative smears at 
present, although not long enough to be classi- 
fied as cured. Only three or four remain posi- 
tive and these are ‘also the only ones who show 
clinical evidence of the disease, namely irritation 
or discharge. 

In regard to smears it has been my observa- 
tion and feeling that they are not altogether 
reliable. At best they seem to me to be quite 
difficult to read and interpret correctly. For this 
reason the laboratory people are likely to err on 
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the side of safety, and in doubtful instances are 
likely to report as positive, smears which are 
known to have been positive previously. No eul- 
ture work has been done at our hospital. 

In regard to the question of transmission of 
the disease I thought it would be interesting to 
see if I could find any evidence indicating the 
possible spread of the infection among the chil- 
dren in the hospital. Out of the total of forty- 
eight cases, twenty-one were positive on admis- 
sion. Of these we have no way of finding out 
the source of the disease because most of them 
have had the diagnosis made previously and 
have been sent down for treatments from some 
other hospital or social service agency. One, 
or possibly two, had the history of sex contact. 


A few were found positive on routine admission: 
smear. Twenty-three cases were either born 
in the hospital or admitted as infants with their 
mothers. Twenty-two of these mothers were 
known to be positive, a fact which seems to be 
quite significant. Four cases were in the hos- 
pital for periods ranging from nine to sixteen 
months before positive smears were recorded, 
but these seem to have been the initial smears, as 
no record of any previous negative smear could 
be found in any one of these cases. These find- 
ings would seem to indicate that there is prac- 
tically no absolute evidence that there was any 
spread through casual contact in this series of 


eases. 


THE POINT OF VIEW OF CHILDREN’S HOSPITAL 
AND PEDIATRICIAN* 


BY HAROLD C. STUART, M.D.t 


HAVE been asked to take part in this meet- 

ing not because of any special knowledge re- 
garding vulvovaginitis but because of ten years’ 
experience at the Infants’ and Children’s Hos- 
pitals which should make it possible for me to 
express the hospital point of view regarding the 
problems which the disease offers. Even though 
for five of these years I was in charge of the 
Medical Out-Patient Department at the Chil- 
dren’s Hospital, it is surprising how little con- 
tact with the disease my hospital experience has 
given me. 

In looking over the literature of ten to twenty 
years ago dealing with gonorrheal vulvovagini- 
tis in children, one recognizes a growing inter- 
est in and dread of this disease. It is hard 
to say whether there was really an increase in 
its incidence at that time, as was apparently be- 
lieved, or whether it was simply being more gen- 
erally recognized. In any event, it is apparent 
that an almost hysterical dread of the disease 
developed among those responsible for the insti- 
tutional care of children. For example, Hess 
reported that 50% of the girl applicants to the 
New York Foundling Society had to be turned 
away because of the finding of this disease. 
Rachford (1916) stated before the American 
Pediatric Society that vaginitis was then recog- 


nized as one of the most prevalent infections in 


most of our large cities, especially in hospitals 
and other children’s institutions; and that its 
intractability and defiance of ordinary quar- 
antine regulations was recognized as present- 
ing one of the most difficult problems occurring 
in any contagious disease. The following refer- 
ence to the disease made in a report before the 
same Society shows the element of emotion 


*Read at the meeting of the Neisserian Medical Society 
of Massachusetts at Boston, November 18, 1931. 

tStuart—For record and address of author see “This Week’s 
Issue,’ page 151. 


which entered into deliberations on the subject 
at that time ‘‘. . . such a contagious, repulsive, 
degrading, and at times serious disease... .”’ 


During the past ten years there has, undoubt- 
edly, been a waning of pediatrie interest in vul- 
vovaginitis, and the question naturally arises as 
to whether this diminishing interest is due to a 
real modification in the incidence and nature 
of the disease or is an evidence of neglect. Stein 
apparently favors the latter view for in 1928 
he wrote ‘‘genital inflammation in young girls 
is one of the most neglected and poorly man- 
aged conditions today’’. 

In 1916 a Committee of the American Pediat- 
ric Society which had been studying the ques- 
tion of vulvovaginitis drew up a series of recom- 
mendations based upon an analysis of their find- 
ings. The questionnaires had drawn widely 
divergent expressions of opinion from such 
sources as health officers, medical societies, 
gynecologists and bacteriologists, social service, 
and visiting nursing organizations. One set of 
recommendations adopted by the Society was 
sent to health departments, and dealt in the 
main with provision of adequate facilities for 
the recognition and treatment of the disease, 
and for the control of its spread in schools, 
asylums, and other public institutions. We need 
not linger over this set of recommendations for 
I am sure we would all approve of their implica- 
tions today; but it is of interest to note that 
even at that time a recommendation calling for 
the exclusion from school of positive cases was 
not accepted by the Society. But of more inter- 
est for our purposes were the recommendations 
sent to children’s hospitals and other child-car- 
ing institutions. As these recommendations may 
be assumed to represent the best pediatric opin- 
ions on the subject in 1916, I will read them in 
a somewhat abbreviated form. 
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(a) That separate wards be maintained for 
the treatment of children with vaginitis 
who are also suffering from other dis- 
eases. 

That microscopic examination of smears 

be made before admission to the general 

wards of the hospital, ete. 

That observation wards be provided. 

That individual syringes, bedpans, cathe- 

ters, clinical thermometers, thermometer’s 

lubricant, wash basins, soap, powder, 
wash cloths and towels be provided. 

That single service diapers be used at 

least for girls, or that diapers be steri- 

lized in an autoclave at 15 lbs. pressure 
for five minutes. 

That nurses be requested to make daily 

inspection of the vulva of each girl at the 

time of bathing, and to report immediate- 
ly the presence of the slightest suggestion 
of a vaginal discharge. 

(¢) That low toilets be provided and equipped 
with seats embodying the U-shape. 

(h) That for routine purposes the spray be 
used in place of tub baths in the bath- 
ing of young girls; and that older girls 
be sponged in bed. 

(i) That nurses receive special instruction as 
to the nature of vaginitis, the ease with 
which it is transmitted, the methods of 
preventing its spread, and the necessity 
for rigid aseptic surgical technique in its 
handling and treatment. 

That a dispensary with adequate facili- 

ties for the treatment of gonococcus vag- 

initis be provided. 

(k) That nursing care and supervision be 
given in the home. 

(1) That mothers be instructed as to the dan- 
gers of vaginitis, ete. 

(m) That all eases of vaginitis under observa- 

tion be voluntarily reported to the local 

health officer in states and cities in which 
no legal requirements are in force. 


(b) 


(e) 


(f) 


(J) 


It is doubtful whether the American Pediatrie 
Society would accept today this entire list of 
recommendations, because pediatric experience 
in the past fifteen years has altered our ideas as 
to the difficulties involved in the control of this 
infection and as to the frequeney of its oeccur- 
rence among girls.. Let me present a few figures 
based upon observations made at the Infants’ 
and Children’s Hospitals, Boston. The Infants’ 
Hospital has admitted roughly 15,500 infants 
under two years of age since 1915. During that 
time the diagnosis of gonorrheal vulvovaginitis 
has been made twelve times and non-specific 
vaginitis five t@mes. No case with a positive 
smear for gonorrhea has been encountered in 
the past twelve years. In spite of the fact that 
vaginal smears have not been required as ad- 
mission routine for the past six or seven years, 


there has not only been no epidemic spread with- 
in the Hospital, but there has not been a single 
recorded case traceable to infection in the Hos- 
pital. It should be pointed out in this connece- 
tion that infants coming for admission are care- 
fully inspected and cases with discharge not ad- 
mitted, except as emergencies; and that the 
recommendations of the American Pediatrie So- 
ciety requiring individual care have been 
scrupulously followed within the wards. <A 
cubicle system and the system of strict individ- 
ual precautions for each infant have more than 
carried out the spirit of those recommendations. 


The Children’s Hospital, of Boston, received 
within its wards or Out-Patient Department 
about 16,000 children annually in the five year 
period 1926-1930. The diagnosis of vulvo- 
vaginitis was made on the average of about 50 
times a year, and a review of these 50 cases sug- 
gests that not more than 20 per year were posi- 
tive gonorrheal infections. In a special gyne- 
cological clinie conducted at the Hospital to 
treat positive or suspicious cases, Dr. Hudson in 
1927 found only nine positive out of 27 referred ; 
and in 1929, 7 positive out of 41 referred. The 
smears taken in this special clinic were cervical 
in origin as a careful instrumental inspection 
for diagnostic purposes was routine. In review- 
ing the records of these hospital cases, one is 
impressed with the trivial evidence upon which 
the diagnosis of vulvovaginitis was commonly 
made, and one doubts whether very many cases 
were missed as is often suggested in the litera- 
ture. The Pathological Department at the Chil- 
dren’s Hospital has, during the past year and 
one-half, been taking routine sections of the 
cervix and vagina of girls coming to postmor- 
tem. Dr. Farber has kindly reviewed for me 
0 cases thus examined, and reports that, while 
eight of these have shown some slight evidence 
of endocervicitis, not one of the 50 showed any 
gonocoeei or even suspicious organism in the 
section. 


One can hardly entertain the idea that the dis- 
ease is now widespread and chronie among our 
population, if it does not manifest itself more 
commonly under these cireumstances. Even 
Stein, to whom I referred as considering this 
disease neglected, concluded his recent article 
with the statement that complications are rare, 
that the disease is self-limited at puberty, and 
that he had not encountered any known sequelae 
in later life. In the Birth Registration Area of 
the United States the diagnosis of gonococeus 
infection (all forms) was made 64 times in girls 
under 10 years of age in 1914, and 47 times in 
1928. Correcting for the inerease in the size 
of the area in this interval, there has been more 
than 50% reduction in the incidence of death 
during this time. 


The pediatrician of today, on the basis of ex- 
periences similar to those presented, is con- 
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vinced that gonorrheal vaginitis is not, in its 
usual form and under reasonable conditions of 
hygiene, so acutely communicable as was previ- 
ously thought, and that there has been a marked 
reduction in its incidence in recent years. He 
believes that this change is undoubtedly due in 
part to prevention, early recognition and bet- 
ter treatment in adults, and in part to improve- 
ment in cleanliness and hygiene in children. 
Whether a general improvement in the health 
of children living in the community is an in- 
direct factor is debatable. These considerations 
suggest that many institutions are not justified 
in maintaining expensive services for the care 
of children suffering from this disease. The 
Children’s Hospital in 1930 discontinued its 
Gynecological Clinie because of an inadequate 
demand for its service. The pediatrician also 
feels that hospital epidemics can be prevented 
if nursing and medical personnel are well- 
trained and follow careful individual precau- 
tions in dealing with each infant and ehild. 
Where such technique can be maintained an 
elaborate routine of admission smears and spe- 
cial temporary isolation does not seem to be 
called for and the vaginal smear itself is too un- 
reliable to be of very great assistance. 

The pediatrician believes that enough is now 


known about the sources of infection and the 
modes of transmission to make relatively ade- 
quate prevention possible and that we should 
look forward to a continuing reduction in the 
incidence of the disease. To accomplish this 
prevention physicians should be trained to seek 
a history of discharge or exposure, and to look 
for discharge or staining as a routine part of ex- 
amination; and in the presence of positive evi- 
dence, differential diagnosis should be made be- 
tween gonorrheal vaginitis and irritation due to 
foreign body, pinworms, other foci of infec- 
tion, or simple uncleanliness. This differential | 
should be made on the basis of a thorough 
vaginal inspection and cervical smear. The 
pediatrician has great faith in the success of sim- 
ple treatment based upon cleanliness and the 
avoidance of excessive local medical applications 
and instrumentation. 

Public health prevention may be furthered 
by health education as to the importance of 
prompt and thorough treatment of adult infec- . 
tion and strict personal hygiene in the presence 
of infection; and by improvement in general hy- 
giene in childhood. To further prevention in 
child-caring institutions, nursing education 
should give emphasis to the methods of con- 
trol of this disease. 


THE POINT OF VIEW OF THE SCHOOL PHYSICIAN* 


BY S. H. RUBIN, M.D.t 


T is the policy of the Boston School Depart- 
ment not to permit school physicians or 
school nurses to examine any girl attending the 
Boston Public Schools below the waist-line 
without the written consent of her parent or 
guardian or unless the examination is made in 
the presence of the girl’s mother. 


Because of this strictly adhered to policy, 
we are not aware of the existence of gonorrheal 
vulvovaginitis among the girl pupils attending 
our schools. Such eases are, however, fre- 
quently brought to our notice by the Health 
Department, by social service departments of 
hospitals, by private physicians, or by the 


. child’s parents, and such eases are immedi- 


ately excluded from attendance at school un- 
til the child presents written evidence from 
an acceptable agency that she is free from the 
disease. This evidence consists of three nega- 
tive vaginal smears obtained at intervals of two 
or three days. The child who presents such 
evidence is permitted to return to school. 


*Read at the meeting of the Neisserian Medical Society 
of Massachusetts in Boston, November -18, 1931. 


t+Rubin—Assistant Professor of Pediatrics, Tufts College Medi- 
cal School. For record and address of author see “This Week’s 
Issue,” page 151. 


Those who protest against the exclusion of pu- 
pils who are afflicted with gonorrheal vulvo- 
vaginitis must take into consideration the pre- 
vailing public sentiment in this matter, which 
would undoubtedly turn upon us the moment 
we waived our present policy of exclusion. 

Our present requirements may impose a hard- 

ship upon those children but thus far we are 
not aware of any evidence which proves that 
gonorrheal vulvovaginitis is not contagious, does 
not spread in hospital wards, and in publie and 
private schools, especially where a common lava- 
tory is used by all children. 
_ When such evidence is produced and the pub- 
lic will have been educated to the new thought, 
the school will reverse itself and permit chil-. 
dren with this disease to attend school. 

Since there is divided opinion in the profes- 
sion with respect to the contagiousness of this 
disease once it has reached our hospital wards 
and our schoolhouses, the Boston School Sys- 
tem must adhere to its policy of exclusion until 
it is reasonably certain that the health of our 
school children as a whole will be conserved by 
such exclusions even though hardship may be 
imposed upon a few. 
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BeneEpict F. Bouanp, M.D., Boston: These 
several papers have portrayed a regular up-to- 
date textbook analysis of vulvovaginitis and 
have really thrown this subject out into the open 
with multiple ideas and theories some of which 
I agree with, while with others I entertain an op- 
posite viewpoint. I, therefore, will discuss them 
in their order of presentation. 

Relative to the 204 cases constituting 11% of 
the reported number of gonorrheal infections re- 
ceived by Dr. Nelson’s department, I do not 
- feel that the condition is so prevalent as years 
ago. We all know that many of these cases are 
not reported by the family physician and oth- 
ers, but even though they were recorded the 
numbers would not reach the amount they did 
years ago. 

Dr. Paine’s paper on the clinical aspect prob- 
ably appeals to us all. However, on several 
points I am in disagreement. First of all his 
~ eontention that one-half of his cases have a lab- 
oratory diagnosis of gonorrhea when other or- 
ganisms may possibly be the factor, and that 
cultural methods are difficult, is not my experi- 
ence. Two years ago at the Boston City Hos- 
pital when I conducted some experimental work 
on the cultural methods of this organism in con- 
junction with Dr. Mallory’s laboratory, the 
ease with which this can be handled, once your 
technique is acquired, is surprising. We en- 
‘eountered some difficulty in separating the or- 
ganism from other growths when transplants 
were made on agar slants. Using blood or as- 
citic agar as a media on Petri dishes and by di- 
viding the dish in halves, so that one-half had 
the urethral and the other half the cervical 
smear, enabled the technician to transplant 
the pure culture very readily. I also cannot 
agree with Dr. Paine that active treatment pro- 
longs the condition or that treatment with drugs 
produces a senile vaginitis. Our experience at 
two hospitals is the opposite. 

Admission smears, separate wards, isolation 
program, such as Dr. Stuart outlined as in vogue 
10 years ago, is not essential with the cubicle 
system with which pediatric wards are equipped. 
Today a child can be confined to a cubicle with- 
out the other children interfering and smears 
are only needed as a precautionary procedure in 
those new cases that appear suspicious. 

Dr. Rubin is correct when he states that there 
are no eases in the Boston Schools. We treat 
all his school children at the City Hospital and 
dismiss them from classes until they have six 
negative smears and continue to follow them on 
Saturdays, so that they will not lose school, 
when the case permits their return. At the 
Massachusetts General Hospital this type of case 
comes from the suburban cities and among the 


state ward children. However, the help obtained 
by the school nurses in codperation with our 
social services is a great factor in clearing up 
the clinical aspect. 

Two years ago when I conducted some ex- 
periments at the Boston City Hospital on vulvo- 
vaginitis in children, I was interested to note 
that the cases for the previous two years which 
had had hygiene, argyrol and other medications 
ran about the same course. At that time we 
decided to shift our treatment to mercuride sup- 
positories, manufactured by the Kenmore Phar- 
macy, Inc., of Boston, and potassium perman- 
ganate irrigations 1-5000 in strength. In the 
first two treatments the clinic nurse instructed 
the mother how to attach a small catheter to the 
douche bag and irrigate the external genitalia 
and then the vagina. Following this a mercu- 
ride suppository either 2 or 4% is inserted into 
the vagina. These suppositories are composed 
of a water soluble hydroglyceride base with 2 
or 4% mercurochrome added. The hydro-gly- 
ceride base acts as a soothing agent and by vir- 
tue of the glycerine it contains, performs the 
function of a depleting agent. By dipping the 
suppositories in water they are softened so that 
they pass readily into the vagina without de- 
struction of the hymen. The vagina is plugged 
with cotton to prevent the mercurochrome es- 
caping. The mother is instructed to carry out 
this procedure every morning and night and it 
is surprising to note the remission of discharge 
and clinical evidence of infection. Negative 
smears appear in about 4 to 6 weeks. Occasion- 
ally we will encounter a case that is stubborn 
to any type of treatment but the general run 
of cases clear up under this method. In going 
over these records this morning I was surprised 
to note that of the 74 cases treated in the City 
Hospital during the past four years one-quarter 
showed assault to be the etiological factor. At 
the Massachusetts General Hospital of the 31 
cases registered this year to date one-fourth 
were referred from the Ear and Eye Hospital 
where the child appeared for the first time for 
treatment of a conjunctivitis. Positive vaginal 
smears were obtained in these eight children. 
One death resulted in the City Hospital group, 
the child at operation showing a typical pus 
tube and pelvic peritonitis as is found in an 
adult female. In closing I again wish to thank 
the speakers for their very instructive and in- 
teresting papers. 

N. A. Neuson, M.D., Boston: I would like 
to reply to some of Dr. Rubin’s statements. 

Dr. Rubin early in his paper stated that so 
far as the Boston School Department was con- 
cerned there is no gonorrheal vulvovaginitis in 
the Boston publie schools. He pointed out that 
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there is no examination made by the school phy- 
sicians which would disclose the existence of 
such infection and he complains that since evi- 
dence presented at this meeting points to its 
prevalence among girls of school age, the De- 
partment of Health, both of the State and of 
the City of Boston, have been delinquent in not 
informing the school committee of the identity 
of these cases. He insists that hereafter the 
school committee should be informed of the ex- 
istence of gonorrheal infections in school ehil- 
dren. 

Dr. Rubin’s admission that there is no gon- 
orrheal vulvovaginitis in the public schools 
would seem to be sufficient evidence that its 
spread through the public schools cannot be a 
serious problem or it would have come to light 
as it has in years past in hospitals where out- 
breaks of the disease in children’s wards were 
both frequent and extensive. It would seem, 
further, that if school children were to be ex- 
cluded because of their infections with gonor- 


rhea, exclusion might also be extended to school 
teachers and other school employees, which 
might, I fear, result in a considerable mortality 
so far as attention to school duties is concerned, 

Dr. Rubin complains that if children with 
gonorrheal vulvovaginitis are to be permitted 
to go to school, parents would rise in angry pro- 
test and refuse to permit their children to at- 
tend such schools. It is not clear to me how, 
in view of definite legal requirements to the con- 
trary, parents would ever learn of the existence 
of a case of gonorrheal infection in the public 
schools. Since it is apparent that a not incon- 
siderable number of girls are and have been at- 
tending school in spite of their infections, and 
there has been no audible expression of parental 
alarm, it would seem most unfair, without more 
evidence than is now available, to exclude chil- 
dren from school for months and sometimes for 
years because of an infection which no one has 
vet been able to show may be spread by attend- 
ance in the publie schools. 


REHABILITATION OF THE DISABLED, DEMANDS 
COGPERATION OF VARIED AGENCIES 


How 44 States and the District of Columbia co- 
éperate with the Federal Government in the rehabil- 
itation for suitable employment of those disabled 
through accident or disease, is told in a bulletin just 
released by the Federal Board for Vocational Educa- 
tion. 

The necessity for organized relationship between 
the State and local rehabilitation forces anu work- 
men’s compensation bureaus, training agencies, so- 
cial welfare agencies, hospitals and clinics, the 
public school system with its facilities for academic 
and vocational education, placement bureaus for 
the handicapped, employers, and labor groups, is 
emphasized in the bulletin. 

Vocational rehabilitation, the Board’s publication 
is a social, educational, and economic 
service. Its success, therefore, depends upon the 
degree to which its activities are correlated and 
articulated with other social, educational, and eco- 


declares, 


nomic agencies in State and community. 
Rehabilitation services include locating cases of 
disablement; making a survey of the possibilities of 
rehabilitating them; providing physical restoration 
where this is necessary or possible, including the 
furnishing of artificial appliances such as arms, 
legs, or hands; vocational training; and supervision. 


itation in mind, it is not difficult to understand why 
rehabilitation agencies must correlate their serv- 
ices as far as possible with related agencies if they 
are to render effective help. 


Emphasizing the advisability of local communi- 
ties setting up their own facilities for the rehabili- 
tation of their disabled citizens, the bulletin points 
out that the local community should shoulder the re- 
sponsibility of rehabilitating citizens who incur dis: 
ability while residing within the community limits. 
It is explained that the local agency is in better 
position to understand the needs and to take ad- 
vantage of the rehabilitation facilities in its terri- 
tory; that local administration is more economical 
than State administration, and that local authorities 
are in a more strategic position than State authori- 
ties to contact local industries for the purpose of 
placing citizens who have been fitted for employ- 
ment in specific occupations. 


Other subjects discussed in the bulletin, which is 
issued primarily for the benefit of those who are 
initiating or carrying on rehabilitation programs, 
include the functions and administration facilities 
of a State rehabilitation program, establishment of 
local programs, and case service in vocational re- 
habilitation work. 

The new bulletin of the Federal Board may be 
obtained from the Superintendent of Documents, 
Government Printing Office, Washington, D. C. 


With the multiplicity of services involved in rehabil- 
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CASE 18291 


A CASE OF VOMITING, HEADACHE AND 
VERTIGO IN A CHILD 


NEUROLOGICAL DEPARTMENT 


An American schoolboy thirteen years old was 
referred for study from another hospital, where 
he had already been studied for nine days. The 
complaints were vertigo, headache and vomit- 
ing. 

The headache and vomiting were of a year’s 
duration. The attacks had been increasing in 
frequency and severity. At first they occurred 
about three times a week increasing to four or 
five times and lasting from a few minutes to 
several hours. The pain was of a crushing type 
and was aggravated or brought on by vigorous 
exercise. Pressure over the forehead gave some 
The vomiting was projectile, coming 
without any warning of nausea, and usually ac- 
companied or followed headaches, though it 
often occurred at other times. Recently he had 
had it almost daily, usually after luncheon or 
supper. The vertigo had been present for about 
six weeks, having developed during the time the 


patient had been in bed. When he sat up or 
stood up he seemed to fall toward the left. 
X-ray examination of the skull in the hospital 
from which he was referred showed no evidence 
of a lesion in the bones. The groove for the 
blood vessel in the posterior part of the skull was 
enlarged, but there was no evidence of intracra- 
nial pressure. A blood Wassermann in that hos- 
pital was negative. The basal metabolism was 
minus 34. An oculist reported optic neuritis in 
both eyes and choked dises, more prominent on 
the right. During the past year the boy had 
lost mueh strength and about 40 pounds in 
weight. 
The family history is unimportant. 


He had always been in fairly good health until 
the present illness. He had had chicken-pox, 
mumps, measles and scarlet fever. He had had 
several minor injuries to his head, but never any 
severe enough to cause coma or to require stitch- 
es. His habits were good. His bowels moved 
about every other day. 


Clinical examination showed a well-developed 
boy with marked signs of recent loss of weight. 
He was exhausted and somewhat dehydrated, 
and appeared to be seriously ill. The skin was 
dry and over the palms and forearms showed 
fine dry sealing. Full flexion of the chin on the 
chest was not possible because of pain radiating 
up the occiput. The rest of the general physical 
examination was not remarkable. 

Neurologic examination was negative except 
that the patient swayed to the left with his eyes 
open or shut. There was marked generalized 
museular wasting throughout, associated with 
loss of strength. There was some general loss 
of tonus. The posture was very poor; he had 
not sufficient strength to stand up straight. He 
held his head to the left and was not aware that 
he did this. He tended to fall toward the left. 
The finger to nose and heel to knee tests were 
fairly well done, but slightly jerky on the left. 
Rebound phenomenon was more marked on the 
left. The knee jerks and ankle jerks were de- 
ereased. Babinski, Oppenheim and Gordon were 
questionable on both sides. The other reflexes 
were normal. The extremities were dry and 
eold. The neck was slightly stiff and painful on 
flexion. There were bilateral choked dises, two 
to three diopters, more on the right, with con- 
gestion. There was nystagmus on looking in all 
directions, more marked to the left. 

The amount of urine was normal when re- 
corded. Two urine examinations were negative 
except for a few white cells and occasional red 
cells at one sediment examination. The white 
cell count was 8,000. Blood examination was 
otherwise normal. A Hinton test was negative. 

Before operation the temperature was 98° to 
100°, the pulse and respirations normal. 

X-ray examination showed no evidence of dis- 
ease of the chest. The skull was somewhat tur- 
ret shaped. The anteroposterior diameter of the 
base was less than normal. The frontal bone was 
underdeveloped. The sutures were still visible. 
There was prominence of the convolutional 
markings in the frontal bone. The blood vessel 
markings were slightly increased in width. 

The day following admission the boy said he 
had had the periods of dizziness and light-head- 
edness for six months and that they tended to 
end in vomiting and were produced by sudden 
change in position, especially on standing up. 

On the third day the nystagmus was more 
marked and there seemed to be the least sugges- 
tion of a left facial weakness. Both Gordon and 
Oppenheim tests showed dorsiflexion of the toes. 
The dehydration was becoming more marked, yet 
it was felt unsafe to force fluids subcutaneously 
or intravenously. 

On the sixth day operation was done. For 
days after the operation the patient had hic- 


euping which did not respond to any treatment. 
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On the ninth day after operation a second op- 
eration was done. Four days later the temper- 
ature was 105.8°. A lumbar puncture showed 
an initial pressure of 220. 25 eubic centime- 
ters of cloudy fluid was removed. It showed 954 
cells, 66 per cent polynuclears, 33 per cent lym- 
phocytes. The wound showed a small leak. The 
patient’s hands were restrained. The following 
day he vomited with much foree. At another 
lumbar puncture no fluid was obtained. A cis- 
tern puncture gave a slight flow of cloudy fluid. 
Aspiration yielded 27 cubie centimeters. <A 
smear showed staphylococci in the clot. At the 
bacteriologic laboratory these were not found. 
The temperature steadily fell. The patient lost 
ground. That night he had a sudden attack of 
vomiting and died, two weeks and four days 
after admission. 


CuINIcAL Discussion 


BY MAURICE FREMONT-SMITH, M.D., 
GEORGE W. HOLMES, M.D., AND 
RICHARD C. CABOT, M.D. 


Dr. Fremont-SmitH: That is a story of 
something seriously wrong in the head. One 
thinks of tumor and of abscess. There is one 
other thing that might give the same type of 
vomiting without nausea, coming on out of a 
clear sky, and that is syphilis of the central 
nervous system. Vomiting with or without 
nausea and pain is very apt to occur in central 
nervous system syphilis. Of course one would 
expect other signs, such as optical palsy, early. 
Except for the age of the patient it might be 
possible that we were dealing with syphilis. I 
have in fact seen one case of a girl of sixteen 
who came in with definite evidence of congenital 
syphilis and tabes. She had been vomiting 
for two weeks before admission. This group of 
symptoms, however, with emphasis on headache 
and vomiting, certainly causes us to feel that 
we are dealing with a growing lesion in the 
head. That is borne out by the fact that there 
is evidence of increased pressure in the eye 
grounds. 

There is nothing in the past history to throw 
any light on the present situation. 

We know there is a lesion in the head. In 
the light of the neurologic examination I think 
we can say that there is evidence pointing to 
the posterior fossa, that the cerebellum is ap- 
parently involved. We always have to remem- 
ber that lesions in the anterior fossa (in the 
frontal lobe) may cause posterior fossa symp- 
toms. The amount of choking of the discs, the 
cerebellar signs and the nystagmus all point 
here to the posterior fossa. The fact that he 
tends to fall toward the left and to turn his 
head toward the left, the rebound phenomena 
and the evidence of asynergia, more marked on 


the left. would make us feel that the lesion was 


in the left lobe of the cerebellum. The nystag- 
mus points to some involvement of one of the 
cerebellar peduncles, I am not sure which one. 

The white cell count of 8,000 is against brain 
abscess. Another argument against it is that 
we have no point of origin. We should like 
to know about the ears and sinuses. If the le- 
sion were in the posterior fossa and if it were 
an abscess it almost certainly would have to 
begin in the ear. 

Dr. Houmes: Examination of the chest and 
abdomen was essentially negative. I suppose 
the films were taken to rule out tuberculosis. 
There are no calcified glands in the peritoneal 
cavity and no evidence of miliary tuberculosis. 

We have a series of films taken of the skull. 
The evidence again is largely negative. This I 
presume is the blood vessel mentioned in the 
description. It does look large. When we have 
large blood vessels like that it sometimes means 
that that particular blood vessel is supplying 
a tumor and the blood vessel is enlarged to take’ 
eare of it. There is no ealcification, no ero- 
sion of the skull and no increase in intracranial 
pressure, which would be shown by prominence 
of the convolutional markings. He has a rather 
large round skull, and the depth from the ver- 
tex to the base is greater than we usually see. 
The suture lines are visible. Those deformed 
skulls are usually produced by spreading or 
early closure of one of the sutures. He does 
not show evidence of such a condition. 

Dr. FrEMONT-SMITH: Does the fact that he 
showed by x-ray no evidence of increased intra- 
cranial pressure now mean that he had not 
had it long? We know that he has it now. 

Dr. Hotmes: It takes some time for promi- 
nence of the convolutional markings to appear. 
They are caused by the pulsation of the brain 
against the bone, eroding it. I do not know 
what the time necessary for that would be, but 
it would require some time. I may be at fault 
in my interpretation; but the variations from 
normal, especially in children, are considerable. 
This I think is within normal limits. 

Dr. Casot: Should you have thought it proper 
to put air in the ventricles in order to deter- 
mine the location of the tumor any further? 

Dr. Hotmes: I think that would depend on 
how certain the neurological signs were. If they 
were going to do an operation on the brain 
and there was any doubt of the diagnosis I 
should prefer to have air injection before op- 
eration rather than have operation without their 
knowing where they were going in. I should 
not have it merely for diagnosis. 

Dr. Casot: This is a question merely of diag- 
nosis. It is not a thing you would care to have 
done without good reason. You do not regard 
it as wholly without danger? 

Dr. Hotmes: It is somewhat uncomfortable. 
I think cistern puncture is much simpler than 
ventricular puncture, and can be done with 
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much less danger. We are doing that a great 
deal and we are not having any serious com- 
plications. 

Dr. Casot: Can you get as good a picture? 

Dr. Hotmes: Yes, in most cases. 

Dr. FreMontT-SmitH: The suggestion of a 
left facial weakness helps to give us the side, 
because it would affect the left facial nerve as 
it came out. In other words if he had left 
facial weakness we would place the lesion on 
the left side if we already knew the lesion was 
in the posterior fossa. Of course left facial 
paralysis may come from a lesion on the right 
side in the case of a lesion high up on the right 
side, that is, on the cortex or in the internal 
capsule. It is only when we get below the area 
where the facial nerve comes off that we get 
paralysis on the side where the lesion is. 

Was there dorsiflexion of the toes on both 
sides, Miss Painter? 

Miss Painter: The record does not specify. 

Dr. FremMont-SmitH: Of course it seems 
that the one thing that boy needed, even though 
they were afraid to give him fluids, was to re- 
duce the intracranial pressure. One thing that 
might do that is salt. I suppose he has been 
losing chlorides all the time. It might have 
beech possible to give him the chlorides he needed 
by hypertonic salt solution without raising the 
intracranial pressure. 


For what do you think they operated? I 
should say from the facts we have here that they 
operated not for abscess, not for tuberculoma, 
for one reason because—I am not sure about 
this—I think tuberculoma in the posterior fossa 
is rare; I think it is more common up above. It 
is rather uncommon anyway. He certainly did 
not have tuberculous meningitis or he would 
have died in less than a year. The only things 
that bring up the question of tuberculous menin- 
gitis are those meningeal symptoms, the pain on 
flexing the neck on the chest, and certain tu- 
mors in the posterior fossa do give those symp- 
toms. 


I think we can be perfectly sure we are deal-| 


ing with a tumor or an abscess. I think there 
is no good evidence for abscess. I think they 
are operating for a tumor in the left posterior 
fossa. I shall be interested to see where they 
made their incision. 


PREOPERATIVE DIAGNOSIS 
Left cerebellar tumor. 
FIRST OPERATION 


The usual type of crossbow incision was made 
and bone was removed from the occiput to the 
arch of the foramen magnum and atlas, expos- 
ing a fairly tense dura overlying the cerebellum. 
On incising the dura there was found to be a 
large cyst occupying chiefly the region of the 
left cerebellar fossa and the midline. This cyst 


was dissected away from the overlying dura and 
arachnoid for a considerable distance. The cyst 
was opened and about 100 cubic centimeters of 
dark orange colored fluid was removed. This 
eyst had exerted great pressure on the vermis, 
and the left cerebellar hemisphere had been com- 
pressed and thinned out so that it became con- 
cave and occupied a high position. The vermis 
was almost obliterated. A heroic attempt was 
made to dissect the cyst away, and this was 
done to a considerable extent. The dissection 
followed down into both angles and separate 
from the low cranial and upper spinal nerves. 
About two-thirds of the cyst wall was finally re- 
moved. It was impossible to remove it entire- 
ly. The cyst was found to spring not from the 
left side, but from the right cerebellar hemi- 
sphere, from what appeared to be a small glioma. 
Everything resembling tumor tissue was re- 
moved. It was about the size of a pea or a 
little larger. It was not certain that this repre- 
sented all of the tumor, but the remaining tis- 
sues seemed more like normal cerebellum. The 
dura was left open and the wound was closed in 
layers. 


POSTOPERATIVE DIAGNOSES 


Left cerebellar cyst. 
Glioma, right cerebellar hemisphere or vermis. 


PATHOLOGIC REPORT 
Astrocytoma, fibrillary type. 
FurTHER Discussion 


Dr. FremMont-SmitH: The block was not due 
to the pathology in the aqueduct but to the tu- 
mor itself. 

I do not know why the second operation was 
done. 

Miss Painter: It was done for relief of the 
hiccups. 

Dr. FrEMoNntT-SmiTH: Possibly they thought 
some fluid got in there and was still causing 
pressure. 


SECOND OPERATION 


The left phrenic nerve was isolated on the 
surface of the scalenus muscle and crushed. Co- 
incident with the crushing there was a marked 
decrease of the hiccups and inspection showed 
that he was hiceuping only with the right half 
of the diaphragm. 


FurtTHER DISCUSSION 


Dr. Fremont-SmitH: Of course hicecupping 
in this case was a very unfortunate, very serious 
symptom. 

The lumbar puncture findings following the 
second operation show that he had developed 
meningitis. 

We assume he died of meningitis following 
operation. 
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A Srupext: How do you explain the meta- 
bolic rate of minus 34? 

Dr. Fremont-Smiti: I do not know how to 
explain it. I think any very sick child could 
have a low metabolism from dehydration or long 
continued atonia of the muscles. If he really 
were atonic he would be metabolizing less. 


CLINICAL DIAGNOSES (FROM HOSPITAL RECORD ) 


Cerebellar tumor. 
Cerebrospinal meningitis. 


DR. MAURICE FREMONT-SMITH’S DIAGNOSIS 
Cerebellar tumor, left. 
ANATOMIC DIAGNOSES 
1. Primary diseases. 
Astrocytoma, fibrillary type, of cerebellum. 
Meningitis (?), staphylococcus aureus. 
2. Secondary or terminal lesions. 


Ependymitis. 
Operative wound, craniotomy. 


Discussion 


Dr. Mauuory: Autopsy adds but little in- 
formation on this case. The cerebellar eyst had 
been largely removed, but a cireumscribed tumer 
1.2 by 1.7 centimeters in size was found just ad- 
jacent to the operative wound. Probably this 
and the cyst both were parts of the tumor, since 
the majority of brain cysts are neoplastic in 
origin. Microscopic examination of the solid 
portion showed a tumor eomposed of well formed 
astrocytes, in other words a very well differen- 
tiated, slowly growing glioma. 

The immediate cause of death is somewhat 
uncertain. There was herniation of the cere- 
bellum through the foramen magnum. Grossly 
we could make out no evidence of meningitis, 
but microscopically there is a slight mononuclear 
and lymphoeytie infiltration of the meninges 


_ and also of the subependymal tissues. Cultures 


of the spinal fluid during life were negative, 
while those we made at the autopsy table showed 
a staphylococcus aureus. I am rather inclined 
to think the staphylococcus a contamination 
however, since the type of cellular infiltration in 
the meninges is not that which one would expect 
with a pyogenic organism. 

Dr. Hommes: Was there any evidence of ven- 
tricular dilatation ? 

Dr. Mauutory: Very little. The ventricles 
were not dilated, or the aqueduct. 

Dr. Casot: What is the exact connection be- 
tween the cysts and the tumor? 

Dr. Mauuory: I think they were both glio- 
mata. Dr. Kubik ealled this an astrocytoma, 
which is the most highly differentiated slowly 
growing type of glioma. Not infrequently it is 


eystic. The one other probable cystic tumor in 
the cerebrum would be the angiomatous eyst 
sometimes known as Lindau’s disease and often 
associated with angiomas of the retina. 

Dr. Fremont-Smiti1: What do they look like 
in the retina? How big are they? 

They are very tiny red gran- 
ules. 


CASE 18292 


RECURRENT PULMONARY INFECTIONS 
WITH WHEEZING RESPIRATION IN A 
CHILD OF FIFTEEN MONTHS 


CHILDREN’S MeEpiIcaL DEPARTMENT 


PRESENTATION OF CASE 


Dr. M. Gammon*: A fifteen months 
old white girl was admitted to the hospital 
coughing, sneezing and eyanotie. 

The family history is essentially negative. The 
first child died at birth, it being a case of breech 
presentation. 

The patient was a healthy full term Caesarian 
baby weighing 8 pounds and 3 ounces. At one 
vear she weighed 21 pounds. The feeding and 
development were not remarkable. She was 
breast fed for two months, then put on a for- 
mula. She had eezema on the face from the 
age of two months to five months. At five 
months she had whooping cough. She had 
wheezed ever since that time, more with colds, 
which she had frequently. At nine months she 
had a mild attack of measles lasting only a few 
days. 

The mother dated the present illness back to 
five weeks before admission, at which time the 
baby began to have attacks of coughing which 
came on at any time. There never was whoop- 
ing. Five days before admission the coughing 
became worse and there was some choking and 
cyanosis. The temperature varied from 100° in 
the morning to 105° in the evening. A physi- 
cian was called and ordered syrup of ipeeae to 
break the spasm. Twelve hours before admis- 
sion the patient had a very severe attack. 

She was received in the Emergency Ward 
at half past five p. m., a weak, washed-out look- 
ing and cyanotic baby, breathing very rapidly, 
with a slight rattle in her throat. Both lungs 
were filled with many medium and large rales. 
The temperature was 102.4°. 

She was rushed to the ward. On the way 
she almost stopped breathing, but recovered fol- 
lowing artificial respiration and the giving of 
oxygen. She was placed in an oxygen tent. The 
temperature gradually rose to 105°. The res- 
pirations became more labored. No abnormal 
signs other than those in the lungs were re- 
corded. Because of the child’s extreme condi- 
tion no laboratory work was attempted. She be- 


*Interne on the Children’s Medical service. 
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came gradually weaker and eight hours after 
admission died. 


CLINICAL Discussion 


Dr. Harotp L. Hiaetns: I did not see this 
child. Judging from the history one would feel 
that the most probable explanation of the con- 
dition was that the child had whooping cough 
and as a result of whooping cough developed 
some bronchiectasis and with every succeeding 
cold had considerable bronchitis and difficulty 
in breathing. At the time she came into the 
hospital grippe was epidemic. Our feeling was 
that she had developed a respiratory infection 
which had caused a flare-up of the chronic lung 
condition with resulting bronchopneumonia and 
death. 


CLINICAL DIAGNOSIS (FROM HOSPITAL RECORD) 
Pneumonia, bronchial. 
ANATOMIC DIAGNOSES 


Cyst of the right lung with rupture into the 
pleural cavity. 

Atelectasis, bilateral. 

Pneumothorax. 

Collapse of the right lung. 

Bronehopneumonia, bilateral, slight. 

Chronie bronchitis, slight. 

Bronchiectasis, slight. 


Patuouocic Discussion 


Dr. Tracy B. Matitory: The autopsy finding 
here I think was a complete surprise to every- 
one and a condition I think none of us has ever 
seen before. 

On opening the thoracie cavity the right lung 
was found to be totally collapsed. The pleural 
cavity was empty. We felt that there unques- 
tionably must have been a pneumothorax pres- 
ent, though since we had not suspected it before 
autopsy we did not open it under a water seal. 
Dr. Castleman inserted a pipette into the bron- 
chus and when he blew in air we could make 
out some little bubbles coming from the sur- 
face of the lung. When we cut into the lung 


at that point we found this large cavity with 
an irregular trabeculated wall which you can 
see in the middle of the specimen. It measures 
6 by 4 by 2 centimeters, which for the lung of 
a child of this size represents over half of one 
lung. In gross we could not trace any visible 
or probable opening into a bronchus, though air 
could be blown through. The cavity was com- 
pletely empty; it did not contain any fluid. 

My interpretation of the findings is that the 
child had this cyst of the lung, that the cyst 
ruptured into the pleural cavity, producing a 
spontaneous pneumothorax, and probably that 
the accession of respiratory difficulty was the 
immediate mechanism of death. 


We have made a large number of microsecopie 
sections of the cyst wall and the surrounding 
structures and we are unable to demonstrate 
any epithelial lining. Cysts of this type have 
been described in considerable numbers. The 
majority of them, perhaps two-thirds, seem to 
have had a definite bronchial type of lining; in 
other words they would suggest bronchiectatie 
cavities. In the remaining cases no epithelial 
lining has been demonstrable. The explanation 
there may possibly be that one is dealing with 
an enormous emphysematous bleb resulting from 
the dilatation and fusion of an immense num- 
ber of alveoli. 


Dr. Hicarns: 
too? 
Dr. Mauuory: There was a little broncho- 
pneumonia, a little chroni¢ bronchitis and slight 
bronchiectasis in the surrounding lung tissue. 

Dr. Epwarp D. Cuurcnitt: Do you think 
the absence of lining membrane here suggests 
that there is no such thing as alveolar epithelium 
in the normal lung? 

Dr. Mattory: No, I think not. 

Dr. O. Hampton: Do you think 
the thing could have been a congenital cyst? 

Dr. Matuory: I cannot rule out the possi- 
bility. On the other hand if it were a con- 
genital cyst one would expect it to be filled 
with fluid and not with air, and I think we must 
assume it was filled with air to account for the 
pneumothorax and the collapse of that lung. 


Was there bronchopneumonia 
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THE REGENERATION OF PERIPHERAL 
NERVES AFTER SUTURE 


ALTHOUGH one finds much in the medical liter- 
ature about lesions of peripheral nerves as the 
result of injury, there is a paucity of records re- 
garding the actual effects of suture and the re- 
generation of divided nerves. The World War 
wounds provided abundant material for neuro- 
surgeons to try out various methods of suture 
and, except for the complication of sepsis which 
oceurred so frequently, most of the operations 
offered opportunities for careful approximation 
of the nerves and study of their regeneration 
afterwards. In this country, unfortunately, pa- 
tients with peripheral nerve injuries were scat- 
tered throughout the various states and no care- 
ful survey of the whole group was possible. In 
Great Britain the conditions have been somewhat 
different, for the cases have been segregated in a 
few centers, particularly in the London area. 

Recently over three hundred and fifty of these 
patients have been carefully studied, many of 


them ten years or more after operation.* A sum- 
mary of the work is of considerable interest for 
it throws new light on the regeneration of nerves 
and indicates that there is still much to learn in 
regard to the process of repair. Dr. Burrow 
found that the earliest sign of regeneration ap- 
peared in the nerve trunk below the level of the 
suture and was elicited by gently tapping on the 
nerve. This stimulus gave a tingling, diffuse, un- 
comfortable sensation and as regeneration pro- 
ceeded, the sign was obtained at progressively 
lower levels. This phenomenon, known as Tinel’s 
sign, was first described in 1916. The sign is of 
considerable value but cannot be entirely relied 
upon. 

In addition to Tinel’s sign, a marked improve- 
ment in the trophic appearance of the skin and 
circulation of the affected part occurred early in 
the course of regeneration. Deep sensation re- 
turned next, the patients describing these feel- 
ings as like ‘‘a deep bruise’’ when firm pressure 
was made over the soft parts. Radiating, tin- 
eling, uncomfortable feelings elicited when the 
skin and deeper tissues were pressed upon, prick- 
ed or seraped appeared subsequently, to be fol- 
lowed by the finer feelings, such as those experi- 
enced by touching the hairs, and sensations of 
eold and pain. Discrimination of posture in the 
joints and muscles and light touch were the last 
sensations to return. It is interesting to note 
that in no case was complete recovery obtained 
so that the perception of sensation in the affected 
— was exactly as good as that in the normal 
imb. 

On the motor side, the proximal muscles al- 


‘most invariably recovered before those distally 


placed. Electrical changes were variable. The 
more easily excited nervous tissue, as it was re- 
stored, anticipated the less excitable muscle, so 
that the character of the responses was altered 
because of this recovery. All of these patients 
had received long courses of electrical treatment, 
massage and muscle reéducation. 

In general, it is to be pointed out that nerves 
will regenerate, particularly on their sensory 
side, provided careful suture is made in a clean 
field. On the motor side, much depends upon 
keeping the muscle involved in its normal physio- 
logical state while regeneration is taking place. 
This is only possible by a long course of galvan- 
ism and massage. Almost invariably the bad re- 
sults of peripheral nerve surgery are not due to 
want of technique by the surgeon, but they occur 
because of lack of prolonged after-care. The best 
results in the war cases were seen in those pa- 
tients who persistently carried out their instruc- 
tions and received massage and electrical treat- 
ment over a period of many months and, in some 
cases, a number of years. This is a factor often 
lost sight of in civil life and seems particularly 
to be underestimated by industrial accident sur- 
geons and insurance companies. The average pa- 


*Burrow, J. Le Fleming. The phenomena of regeneration 
in peripheral nerves after suture. Proc. Royal Soc. Med. 25:1193, 
May, 1932. 
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tient with a peripheral nerve injury, where re- 
suture is necessary, needs constant care for a 
period of one to three years, if the best result is 
to be obtained. 


TEACHING OF MENTAL HYGIENE 


THERE seems to be a very general opinion that 
progress in mental hygiene will depend to some 
extent on the instruction which is furnished to 
children in schools. Dr. B. C. Willis of Canada 
deplores the fact that so few educators in that 
country are doing experimental work with ref- 
erence to mental hygiene in schools and that 
there has been practically no attempt at using 
the very valuable results obtained by psycho- 
logical and educational research workers in Can- 
ada and the United States. 


Contrary to the generally accepted idea, men- 
tal hygiene seems to be an educational matter. 
Much of the work in connection with it must be 
done in and through the schools, because its aims 
and methods are so intimately interwoven with 
education that it is impossible to separate the 
two. As to methods to be employed, it seems to be 
apparent that there should be developed experts 
in educational procedure who will be in charge 
of public schools and in that way an under- 
standing of their responsibility with reference 
to this problem will be effectively instituted 
among the teachers. It is believed that a very 
definite percentage of pupils in schools are in 
need of special treatment with reference to the 


’ promotion of normal mental habits. It must be 


generally recognized that even the teachers, al- 
though graduates of State Normal Schools, have 
very little conception of the intricate problems 
of mental hygiene, and that attention to the de- 
tails of training in this branch of education can 
come about only through a more general under- 
standing of the necessity for such courses. This 


is especially important by reason of the econom- | 


ic loss which is directly attributable to mental 
disease. 


According to estimates derived from a study 
by Dr. Pollock, statistician of the New York 
State Department of Mental Hygiene, and made 
publie by the National Committee, the economic 
loss represented by first admissions to the state 
mental hospitals of the United States in the year 
ended June 30, 1931 was $742,145,956. Although 
this tremendous loss has been brought to the at- 
tention of the National Association, little inter- 
est has apparently been aroused among educators 
and sociologists. It has been found that about 
one-half of the patients who enter mental hospi- 
tals finally die therein, and that the average pe- 
riod of hospital life of such patients is between 
six and seven years. 

The expense of maintaining patients in the 
hospitals for the insane must also be considered. 
Mortality statistics relating to mental patients 


show that they amount to 25% in the age pericd 
from four to six; 50% in the period from thir- 
teen to seventeen and 75% in the period from 
twenty-eight to twenty-nine years, whereas in the 
general population the corresponding periods 
would be about thirty-two, forty-eight and fifty- 
six years respectively. This heavy mortality re- 
sults in a reduction of approximately eighteen 
years and fourteen years in the life span of the 
male and female patients respectively. These fig- 
ures indicate that, if there is any considerable 
proportion of children in public schools who 
might be cared for in a way to promote mental 
hygiene and diminish the number of candidates 
for treatment in hospitals for the insane, there 
would be a great saving to the community and a 
promotion of effective and productive members 
of the human family. 


THIS WEEK’S ISSUE 


ConTAINs articles by the following named au- 
thors: 


Currrorp. Stewart H. M.D. Harvard Uni- 
versity Medical School 1925. Assistant in Pedi- 
atries and Child Hygiene, Harvard Medical 
School and School of Public Health. Assistant 
Visiting Pediatrist to the Boston Lying-in Hos- 
pital. Junior Assistant Physician to the Chil- 
dren’s and Infants’ Hospitals. Assistant Pedi- 
atric Consultant, Henry Heywood Memorial 
Hospital. Address: 270 Commonwealth Ave- 
nue, Boston. Associated with him is 

Hertic, ArtHurR T. B.S., M.D. Harvard Uni- 
versity Medical School 1930. House Officer of 
Pathology, Peter Bent Brigham Hospital. Resi- 
dent Pathologist, Boston Lying-in Hospital. In- 
structor, Department of Pathology, Harvard 
Medical School. Address: Boston Lying-in 
Hospital. Their subject is ‘‘ Erythroblastosis of 
the New-Born.’’ Page 105. 


Morse, JoHN Lovett. A.M., M.D. Harvard 
University Medical School 1891. F.A.A.P. Pro- 
fessor of Pediatrics Emeritus, Harvard Medical 
School. Consulting Physician at Children’s 
Hospital, Infants’ Hospital and Beth Israel Hos- 
pital. Member New England Pediatrie Society, 
American Pediatric Society, Association of 
American Physicians and Boston Obstetrical 
Society. His subject is ‘‘The American Acad- 
emy of Pediatrics, Its Purposes and Scope.’’ 
Page 113. Address: 319 Longwood Avenue, 
Boston. 


Stuart, Harotp C. Litt.B., M.D. College of 
Physicians and Surgeons, Columbia University 
1918. Assistant Professor of Pediatrics and 
Child Hygiene, Harvard Medical School and 
School of Public Health. Associate Physician, 
Children’s Hospital. Visiting Physician, In- 
fants’ Hospital. His subject is ‘‘ American 
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Academy of Pediatrics, Program for State Com- 
mittee.’’ Page 114. And ‘‘The Point of View 
of Children’s Hospital and Pediatrician.’’ Page 
140. Address: 55 Van Dyke Street, Boston. 


Ricuarps, Lyman. <A.B., M.D. Harvard Uni- 
versity Medical School 1919. F.A.C.S.  Con- 
sultant in Otolaryngology, Peter Bent Brigham 
Hospital. Surgeon in Otolaryngology, Chil- 
dren’s Hospital. Laryngologist, Permanent 
Staff of New England Deaconess Hospital and 
New England Baptist Hospital. His subject 
is ‘‘Can Fulminating Tracheobronchitis be 
Cured?’’ Page 121. Address: 319 Longwood 
Avenue, Boston. 


Mixter, Jason. 8.B., M.D. Harvard 
University Medical School 1902. F.A.C.S. Visit- 
ing Surgeon, Massachusetts General Hospital. 
Assistant in Surgery, Courses for Graduates, 
Harvard Medieal School. Address: 319 Long- 
wood Avenue, Boston. Associated with him is 

Smiruwick, Rearnatp H. §8.B., M.D. Har- 
vard University Medical School 1925.  Assist- 
ant Surgeon to Outpatients, Massachusetts Gen- 
eral Hospital. Assistant in Surgery, Courses 
for Graduates, Harvard Medieal School. <Ad- 
dress: 319 Longwood Avenue, Boston. Their 
subject is ‘‘Acute Intraspinal Epidural <Ab- 
seess.”’ Page 126. 


Devine, Epwarp T. A.B., Ph.D. Secretary of 
the New York Charity Society 1896-1917. Pro- 
fessor of Social Economy in Columbia Univer- 
sity 1905-1919. President of the Section on 
Hygienie and Industrial Aspects of Tuberculo- 
sis in the National Conference held in Washing- 
ton in 1908. Director of the Bellevue-Yorkville 
Health Centre conducted by the Milbank Me- 
morial Fund 1929-1930. President of the United 
Neighborhood Houses of New York. Executive 
Director, Emergency Work Bureau, County of 
Nassau, Mineola, N. Y. His subject is ‘‘ Address 
before the Neisserian Medical Society of Massa- 
chusetts.’’ Page 132. Address: 610 W. 110th 
Street, New York City. 


Newtson, N. A. B.S., M.D. Long Island Col- 
lege Hospital, Brooklyn, New York 1926. As- 
sistant Director, Division of Communicable Dis- 
eases, Massachusetts Department of Public 
Health. Assistant Physician, Department of 
Dermatology and Syphilology and Junior As- 
sistant Surgeon, Department of Gynecology, 
Boston Dispensary. Acting Assistant Surgeon, 
United States Public Health Service. Assist- 
ant in Dermatology, Tufts College Medical 
School. His subject is ‘‘Gonorrheal Vulvo- 
vaginitis. A Statement of the Problem.’’ Page 
135. Address: 546 State House, Boston. 


Paine, A. K. M.D. Tufts College Medical 
School 1902. F.A.C.S.  Surgeon-in-Chief, De- 
partment, Diseases of Women, Boston Dispen- 


sary. Obstetrician-in-Chief, Evangeline Booth 
Hospital. Consulting Obstetrician, Beth Israel 
Hospital. Professor of Obstetrics, Tufts Col- 
lege Medical School. His subject is ‘‘The Point 
of View of the Clinician.’’ Page 137. Address: 
80 Bay State Road, Boston. 


Hamiuron, J. R. A.B., M.D. Johns Hopkins 
Medical School 1927. Assistant Resident Physi- 
cian, Long Island Hospital. His subject is ‘‘The 
Point of View of the Institution.’’ Page 139. 
Address: Long Island Hospital, Boston. 


Rusix, Sotomon H. M.D. Tufts College 
Medieal School 1908. Assistant Professor of 
Pediatrics, Tufts College Medical School. In- 
structor of Pediatries, Courses for Graduates, 
Harvard University. Associate Physician, Chil- 
dren’s Medical Service, Massachusetts General 
Hospital. Visiting Pediatrician, Beth Israel 
Hospital. Formerly Acting Director, School 
Hygiene, Boston Publie Schools. His subject is 
“The Point of View of the School Physician.’’ 
Page 142. Address: 45 Bay State Road, Bos- 
ton. 


NOTICES 


REMOVALS 


Dr. Sidney M. Bunker announces his removal 
from McLean Hospital, Waverley, Mass., to West- 
wood Lodge, Westwood, Mass. 


Dr. Edward L. Twombly announces the removal 
of his office to 483 Beacon Street, corner Massa- 
chusetts Avenue, Boston. 


Dr. Saul M. Marcus announces the removal of 
his office from 132 E. 19th Street, New York City, 
to the Bayonne Hospital and Dispensary, Bayonne, 
New Jersey. Dr. Marcus has been appointed Resi- 
dent Urologist to the Bayonne Hospital. He has 
also become an associate of Dr. Stanley R. Wood- 
ruff, Associate Professor of Urology at the New 
York Post-Graduate Hospital. 


— 


SOCIETY MEETINGS 
CONGRESSES AND CONFERENCES 


July 10- August 12—The Second Intensive European 
Summer Course in Surgery, Gynecology and Obstetrics. 
See page 714, issue of March 31. 


September 19-22—International Congress of Biliary 
Lithiasis. See notice on page 427, issue of February 25. 


* October 17-21—Clinical Congress of the American Col- 
lege of Surgeons. See page 1330, issue of June 23. 

October 17-28—The 1932 Graduate Fortnight of the New 
York Academy of Medicine. See page 1375, issue of 
June 30. 

October 22-24—Health Education Institute. See notice 
on page 47, issue of July 7. 

October 24-27— American Public Health Association. 
See notice on page 1321, issue of December 31, 1931. 


October 24-28—Inter-state Postgraduate Medical Asso- 
i ge of North America. See page 39, issue of Janu- 
ary 7. 
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